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 ABSTRACT 
Purpose of the Research 
 
 The purpose of this study is to identify how differences in sexual behaviors related to 
HIV/AIDS are influenced by geographic location, specifically urban and rural regions of 
Tanzania. By analyzing populations from urban and rural areas, the social factors associated 
with the regions are hypothesized to influence HIV/AIDS-related behaviors differently with varied 
outcomes. 
Methods Used 
 
 This study used data from the 2011-12 Tanzania HIV/AIDS and Malaria Indicator Survey 
(THMIS). The data includes both individual and household responses concerning knowledge 
and attitudes about HIV/AIDS, access to health care and risky sexual behaviors. The sexual 
behaviors/practices included in the analysis include (1) multiple sexual partners, (2) age of first 
sexual intercourse, (3) condom use, and (4) paying for sexual intercourse. 
Major Findings  
 
 Rural participants were found to be socioeconomically disadvantaged in wealth and 
education, but also had less HIV/AIDS-related knowledge, access to health care, and had more 
negative attitudes about HIV/AIDS than urban participants. Rural males were more likely than 
urban males to have ever paid anyone in exchange for sex, and rural participants were less 
likely to use a condom during the last sex with their most recent partner.  
 Rural males with HIV/AIDS-related knowledge (Score of 3.00) were significantly more 
likely to have ever paid anyone in exchange for sex (20%) than urban males with HIV/AIDS-
related knowledge (15%).  
 Overall, participants who reported using a condom during the last sex with their most 
recent partner generally had adequate HIV/AIDS-related knowledge, compared to those who did 
not use a condom during the last sex with their most recent partner. However, there was a 
significant difference between urban and rural participants: 30% of urban participants with 
 positive attitudes about HIV/AIDS (Score of 3.00) used a condom during the last sex with their 
most recent partner, compared to 22% of rural participants with positive attitudes about 
HIV/AIDS.  
 There was not a significant difference for HIV/AIDS-related knowledge and age at first 
sex among urban (M=15.9, SD=8.7) and rural participants (M=16.0, SD=9.7). Overall, 
participants with adequate access to health care had higher ages at first sex than those with 
less access to health care. Rural participants with access to health care had a significantly 
higher age at first sex (M=17.6, SD=8.6) than urban participants (M=17.5, SD=7.8). Urban 
participants in the richest quintile of wealth had a significantly higher age at first sex (M=15.3, 
SD=8.8) than rural participants in the richest quintile (M=15.2, 10.8). There is a significant 
association between education and age at first sex: participants with a higher number of years 
of education were more likely to have had a higher age at first sex than those with less 
education.  
Conclusion  
 
 One of the fundamental tools which could help relieve the HIV/AIDS epidemic in 
Tanzania is by providing educational resources to people living throughout urban and rural 
regions.  Education has been positively associated with HIV/AIDS-related knowledge, positive 
attitudes about HIV/AIDS and access to health care. An increase in knowledge about HIV/AIDS, 
positive attitudes and access to health care will ultimately decrease the stigma surrounding safe 
sex practices and people living with HIV/AIDS.  
 BACKGROUND 
 The purpose of this study is to identify how differences in sexual behaviors related to 
HIV/AIDS are influenced by geographic location, specifically urban and rural regions of 
Tanzania. By analyzing populations from urban and rural areas, the social factors associated 
with the regions are hypothesized to influence HIV/AIDS-related behaviors differently with varied 
outcomes. Because rural populations of Tanzania typically have lower socioeconomic status 
(SES) and less access to health care services, this study is focuses on the social foundations of 
high-risk behaviors such as socioeconomic status, access to health care, knowledge and 
attitudes about HIV/AIDS. The specific HIV/AIDS-related behaviors, which will be researched, 
include: condom-use, multiple sexual partners, paying for sexual intercourse, and the age at first 
sexual intercourse.  
 By distinguishing the social factors implicated with living in either urban or rural regions 
of Tanzania, the purpose of this research is to find the factors associated with geographic 
location, which lead to high-risk sexual behaviors within these regions. By identifying the social 
factors, which have the heaviest impact on HIV/AIDS-related behaviors, public health 
programming and policies can work to address the HIV/AIDS epidemic in Tanzania by focusing 
on the social foundations of the epidemic in rural and urban regions. Despite the fact that urban 
and rural regions are both affected by the epidemic, the regions respond differently to the social 
influences through sexual behaviors.  
 The study utilizes data from Demographic and Health Surveys (DHS) conducted by the 
United Nations Agency for International Development (UNAID) in Tanzania during 2011-12. The 
survey measures demographic characteristics of participants, as well as behaviors, knowledge, 
and attitudes about HIV/AIDS. Analyzing the data from the HIV/AIDS surveys will provide a 
better understanding about how social factors impact behaviors related to the HIV/AIDS 
epidemic. 
            Tanzania lies within sub-Saharan Africa, and this region had an estimated 1.8 million 
 new HIV infections in 2011 and 69 percent of persons living with HIV/AIDS throughout the world 
reside in sub-Saharan Africa (UNAIDS, 2012). According to the Centers for Disease Control 
Prevention (CDC), 1,148,200 people at least 13 in age were estimated to be living with 
HIV/AIDS in the U.S. (CDC, 2013). The current prevalence of HIV/AIDS in the United States is 
0.36% versus Tanzania’s prevalence of 5.1% (U.S. Census Bureau, 2012). 
            The Tanzanian government has been trying to control this epidemic by creating new 
policies involving the alteration of sexual behaviors and increasing testing for HIV throughout 
the country. The current HIV/AIDS policy in Tanzania is based on the vision of three zeros by 
UNAIDS: zero new infections of HIV, zero discrimination about HIV/AIDS, and zero deaths 
related to AIDS (UNAIDS, 2010). The Tanzanian government has also been working to improve 
advocacy, communication, mobilization of resources, and participation of community members 
in their response to the HIV/AIDS epidemic. 
            Despite the government’s efforts in fighting the HIV/AIDS epidemic, many people living 
in rural regions of the country are placed at a serious disadvantage as compared to urban 
populations. According to the International Fund for Agricultural Development (IFAD, 2011), 
38% of people living throughout rural regions of Tanzania are currently classified as ‘poor,’ and 
about 85% of Tanzania’s entire poor population reside in rural parts of the country. IFAD also 
reports that about 20% of rural inhabitants live in extreme poverty. Health care facilities are also 
very limited in rural areas, lack of access to care. Other social factors continue to negatively 
affect people living in rural regions. Such as, many people living in rural Tanzania cannot afford 
the costs of treatment and the costs of transportation to receive treatment. 
            When comparing the knowledge, attitudes, access to health care and behaviors of 
HIV/AIDS between urban and rural regions, it is expected that people living in urban regions 
possess more knowledge about HIV/AIDS than people living in rural areas. Because people 
living in rural areas have less access to education about HIV/AIDS, via mass media exposure, 
rural populations may be at higher risk of having negative attitudes or stigmas about HIV/AIDS. 
 They may also be unaware of HIV prevention methods for practicing safe sex.  
            The picture may already be changing in Tanzania. The prevalence of people age 15-49 
living with HIV/AIDS in Tanzania has decreased since the 2007-2008 Tanzania HIV/AIDS and 
Malaria Indicator Survey from 5.7% to 5.1%.  Despite this observed decrease in prevalence of 
HIV in Tanzania, according to the 2012 UNAIDS Global Report, there are still high incidence 
rates of HIV in sub-Saharan Africa. According to the 2012 UNAIDS Global Report, AIDS-related 
mortality rates decreased between 25-49% from 2005-2011, primarily due to the implementation 
of antiretroviral therapy (ART). According to the report, there has been a transformation in AIDS 
responses in low and middle-income countries due to the increase in antiretroviral therapy. The 
report also describes how ART has helped save an estimated 14 million years of life throughout 
low-income and middle-income countries; of these countries, nine lie in sub-Saharan Africa. 
(UNAIDS, 2012). 
            HIV/AIDS-related knowledge is a critical factor that can be negatively correlated with 
high-risk sexual behaviors involved in the transmission of HIV. Increasing knowledge about 
mother-to-child transmission of HIV has been a major issue in prevention programs. Mothers 
who are HIV-positive can receive antiretroviral treatment (ART) to prevent the transmission of 
HIV to their baby during their pregnancy, birth, and breastfeeding (2011-12 THMIS). 
            Despite ART’s positive impact on mortality rates, it has also contributed to negative 
attitudes about people living with HIV/AIDS in Tanzania. These negative attitudes and beliefs 
about HIV/AIDS cause stigmatization against people with the disease which in turn may 
continue the growth of the HIV/AIDS epidemic. According to Rankin et al. (2005), stigmatization 
can increase the epidemic of HIV/AIDS because it causes denial and shame, which can prevent 
testing and condom use, discontinue HIV treatment, and can cause people living with HIV/AIDS 
to not disclose their HIV status, ultimately causing others to be infected. 
            One of the most commonly used strategies for HIV prevention has been through the use 
of mass media. Bertrand et al. (2006) conducted a study on the efficacy of these mass media 
 programs in developing countries in changing sexual behaviors related to the transmission of 
HIV. The authors could not find a statistically significant effect that mass media had on altering 
behaviors associated with HIV, however mass media communication has been at the forefront 
of HIV prevention campaigns in developing countries (Bertrand et al. 2006). 
            Many health inequalities that exist for rural Tanzanians have resulted due to the social 
and demographic factors associated with living in rural regions. Rural inhabitants have been 
burdened by low socioeconomic status and limited access to health care, and insufficient 
knowledge of and negative attitudes about HIV/AIDS. These social factors have been 
associated with high-risk sexual behaviors, which are associated with the transmission of HIV.  
Stigma surrounding HIV/AIDS has been more commonly associated in rural, low-income areas 
of Tanzania. Amuri et al. (2011) explained that rural inhabitants are more likely to possess 
stigma and negative perceptions about the illness due to a lack of education, poverty, and living 
in a rural location. (Amuri et al. 2011). Despite urban areas of Tanzania having higher 
prevalence rates of HIV, the high rates of stigma throughout rural areas creates a negative 
relationship with testing and treatment services for HIV. The authors conclude their study by 
explaining the importance of targeting HIV-related stigma in prevention programs due to the 
negative association between stigma and behaviors related to HIV. (Amuri et al. 2011). 
            In a study conducted by Hardré et al. (2012) on reducing behaviors related to HIV/AIDS 
in Tanzania and Kenya, the authors use the social cognitive theory, to understanding how 
health outcomes are shaped by the interaction of social and cognitive factors. The Cognitive 
Behavior Therapy Model persists that behaviors can be influenced by both present and past 
perceptions, experiences, and future intentions and expectations.  Hardré et al. (2012) also 
make the argument about social cognitive theory involving environmental factors including 
socialization and risks through support from the community, as well as collective action. This 
research study by Hardré et al (2012) supports the argument of social and environmental 
factors influencing knowledge, attitudes, and behaviors related to HIV/AIDS. 
             A study by Plummer et al. (2006) identified how social factors influenced high-risk 
behaviors associated with the transmission of HIV/AIDS among a rural population in Tanzania.  
The authors showed that access and attitudes about condom use impacted the use of condoms 
within rural populations. They found that nearly none of the study participants had used 
condoms during their sexual encounters. The authors reported that providers of condoms noted 
how many people in rural villages were too embarrassed to purchase condoms. Plummer et al. 
also found that many of the rural participants reported that health facilities were too far and 
inconvenient to visit for anything less than serious medical issues, especially not for the mere 
request of condoms. Plummer et al. (2006) concluded the study by explaining how health 
promotion should weigh the short-term consequences with the long-term benefits; many 
participants reported that they did not want to use condoms because they prevented sexual 
pleasure, even though the use of condoms reduces sexually transmitted diseases, including 
HIV. 
            Although prevalence rates of HIV have scaled back in Tanzania, condom use has 
remained stagnant, despite public health efforts in prevention of HIV infections. Siegler et al. 
(2012) describe how despite the common misconception that condoms are not readily available 
in eastern Africa, the real issue is that condoms are available, however, there simply lacks a 
demand for condoms in eastern Africa (Siegler et al. 2012). One of the contributing factors this 
is due to negative attitudes about condom use and its association with transmission of HIV. 
Siegler et al. (2012) were especially interested in a particular rumor about condoms in their 
study; the rumor described condoms containing worms, eventually causing HIV transmission if 
the condoms were left in the sun. (Siegler et al. 2012). In their study, the authors developed a 
scale involving rumors about condoms, such as: condoms causing cancer, condoms containing 
holes even if new and unopened, condoms already containing HIV, new unopened condoms 
containing worms, condoms preventing HIV, and lastly, wearing condoms during sex would 
prevent pleasure because it would feel like one was eating candy still in the wrapper. (Siegler et 
 al. 2012). After conducting the study, the authors found that around 66% of those interviewed 
had negative attitudes about condoms. Negative attitudes and the false beliefs about condoms 
can lead to a lack of condom use. The authors concluded their study by emphasizing the 
significance of increasing HIV testing and counseling services, to increase self-efficacy of 
condom use and to prevent attitudes and rumors to negatively affect condom use (Siegler et al. 
2012). 
            Bloom et al. (2002) conducted another study in rural Tanzania in support of geographic 
location influencing incidence rate of HIV. The authors found that the community characteristics 
played a significant role in the incidence rate of HIV in rural regions of Tanzania. Bloom et al. 
(2002) concluded their study by recommending that prevention efforts focus on behavior 
change, especially with promoting condom use, because the majority of public health programs 
on HIV/AIDS have consistently focused on increasing knowledge instead of changing behaviors. 
The authors stressed the importance of understanding the community influences in order to 
effectively target the epidemic. 
 "More than 90% of HIV transmission in Tanzania is due to heterosexual transmission. 
Having multiple sexual partners has been associated with increased risk of HIV infection" 
(Outwater et al. 2000). Prostitution of female sex workers has been on the rise since the 1980s 
in eastern Africa, and has been associated with high prevalence rates of HIV/AIDS due to truck 
drivers traveling throughout this region and paying for sex (Outwater et al. 2000). Outwater et al. 
(2000) explained how prostitution is a major issue in rural Tanzania due to lack of economic 
resources and education, inevitably leaving women in rural regions to resort to farming, small 
trading, working as a bar maid, or prostitution to survive. Outwater et al. (2000) conducted a 
study about female sex workers and their condom use and number of sexual partners. The 
study involved interviewing participants in rural areas including truck stops and Morogoro. The 
authors found that in both groups of women participating in the study, the women all came from 
poverty and had low education. The participants also reported to have partnerships which were 
 both casual and long-term partnerships. (Outwater et al. 2000). (Outwater et al. 2000). Outwater 
et al. (2000) discuss how ninety percent of the transmission of HIV can be attributed to 
heterosexual transmission and having sexual encounters with multiple partners is related to an 
increase in risk of transmission. (Outwater et al. 2000). The authors (2000) described how many 
partners would reject the use of condoms, and the majority of the interviewed female sex 
workers explained how they lacked power in negotiating safe sex involving condom use with 
their partners. (Outlier et al. 2000). The participants explained that the reasons for allowing 
unprotected sex with their partners were due to emotional and socioeconomic factors. For 
instance, one participant stated that she trusted her partner because he was the father of her 
children, and another participant stated that she could either get money from having 
unprotected sex, even if she were to be infected with AIDS, or she could die of hunger if she 
refused sex. (Outwater et al. 2000). The authors went on to discuss how focusing on this 
population is important in prevention strategies due to these women having multiple sexual 
partners and unsafe sex.  
 Dodoo et al. (2007) discuss the topics of age at first sex and multiple sexual partners in 
urban and rural areas of Kenya. Dodoo et. al (2007) explain how inhabitants living in urban 
regions of sub-Saharan Africa have a higher likelihood than those living in rural regions of 
engaging in sexual intercourse at an earlier age due to various social factors, especially 
economic factors. The authors (2007) explain how many women in urban regions have resorted 
to prostitution in order to support their families. The authors (2007) explain how other reasons 
for having multiple sexual partners and engaging in sex at an earlier age, especially in urban 
slum-communities, could be due to living in close-proximity with other people, having less 
privacy, ultimately causing exposure to sexual activity at an early age, and generally having 
fewer opportunities for recreational activities.  
 
 
 Hypothesis:  
 This study aims to understand how different social, cultural, and environmental factors 
affect the behaviors connected to HIV/AIDS, and ultimately provide an understanding of why the 
epidemic continues to persist in Tanzania. People living in rural regions of Mainland Tanzania 
are hypothesized to be more likely to practice risky sexual behaviors than those living in urban 
regions, due to socioeconomic factors, ultimately influencing HIV/AIDS-related knowledge, 
attitudes about HIV/AIDs and access to health care.  
METHODS 
 The data for this research is based upon the 2011-12 Tanzania HIV/AIDS and Malaria 
Indicator Survey (THMIS). The 2011-12 THMIS is a questionnaire that was provided to 
participating households and individuals throughout Tanzania. The sexual behaviors/practices 
included in the analysis include (1) multiple sexual partners, (2) age of first sexual intercourse, 
(3) condom use, and (4) paying for sexual intercourse. 
Setting: 
 This research study only focuses on data from Mainland Tanzania, excluding the island 
of Zanzibar since there are economic and demographic differences between Zanzibar and the 
Mainland. Another reason we focused on Mainland Tanzania was to understand the influences 
of urban and rural regions on sexual behaviors. Including Zanzibar would not have provided an 
accurate representation of sexual behaviors given homogenous socioeconomic conditions 
exhibited among urban and rural inhabitants. Also, the prevalence of HIV in Zanzibar is much 
lower than in Mainland Tanzania; the HIV prevalence rate for Mainland inhabitants is 5.3% 
compared to a mere 1.0% for participants from Zanzibar.  
Study Population 
 We reviewed the questionnaire responses of men and women 15-49 years of age from 
urban and rural regions of Mainland Tanzania. Responses from 18,655 individual participants 
are used in the data analysis, including 8,079 men and 10,576 women. The mean age of both 
 male and female participants is 28.8 years. Four thousand nine hundred participants are from 
urban regions and 13,755 are from rural regions.  Urban participants are comprised of 2,066 
males and 6,013 females, whereas rural participants include 2,834 males and 7,742 females. 
Out of 18,597 participants, 15,843 participants reported ever having sex, which includes 6,668 
males and 9,175 females.  
 This study focuses on the differences between sexual behaviors or practices, knowledge 
relating to HIV/AIDS, attitudes about HIV/AIDS, and access to health services in urban and rural 
regions of Tanzania. The sexual behaviors/practices included in the analysis include (1) multiple 
sexual partners, (2) age of first sexual intercourse, (3) condom use, and (4) paying for sexual 
intercourse. Variables used to assess knowledge about HIV/AIDS include (1) knowledge of 
condom use, and misconceptions about HIV/AIDS, including (2) getting HIV by witchcraft or 
supernatural means and (3) AIDS can be cured. Variables used to assess attitudes about 
HIV/AIDS among Tanzanians involve stigma about the illness, such as (1)beliefs about a female 
teacher with HIV being allowed to continue teaching if she is not sick, (2)whether or not 
someone would buy produce from a person who was HIV-positive, and attitudes about teaching 
children about condom use in order to prevent AIDS. Variables used to determine access to 
health service for urban and rural participants include (1) access to health services, such as 
testing for HIV, (2) knowing a source for condoms and (3) exposure to an HIV-related education 
program in the past 12 months.  
Measures 
 The variables used in the analysis involve variables concerning knowledge, attitudes, 
high-risk behaviors, access, and other demographic factors.  
HIV/AIDS-Related Knowledge 
 Measurements of HIV-related knowledge include variables concerning misconceptions 
about HIV such as (1) transmission of HIV through witchcraft or supernatural means (2) AIDS is 
a curable disease, (3) using condoms to reduce one’s risk of HIV infection. These three 
 variables were combined into a new variable called General HIV/AIDS-Related Knowledge. 
Combining these variables involved counting the occurrences of answers from respondents, 
such as "yes," "no," and "don't know." The responses were coded by DHS (Yes=1, No=0, Don’t 
Know=Missing). The “don’t know” responses are considered to be incorrect because they do not 
provide an accurate representation of knowledge about HIV/AIDS, and there is no actual way of 
knowing how to incorporate these responses.  Having knowledge about HIV/AIDS would mean 
that the respondent would have a value of 3.00 for the new variable, because this person 
correctly answered the three questions. For instance, a person answering "No" to “AIDS can be 
cured,” "No" to “Can get HIV by witchcraft or supernatural means,” and "Yes" to ”Knowing to 
always use condoms during sex to reduce the risk of HIV” would give the person a knowledge 
score of 3.00.  
 After recoding the new variable for HIV/AIDS-related knowledge, the type of measure 
was changed from a nominal to scale variable.  
Attitudes about HIV/AIDS 
 Variables measured for attitudes about HIV/AIDS include: (1) attitudes about educating 
children about condom use for AIDS prevention, (2) if the participant would purchase vegetables 
from a vendor who was HIV-positive, and (3) an HIV-positive female teacher allowed to continue 
teaching if she was not sick. The three variables concerning attitudes about HIV were combined 
into a new variable by counting the occurrences of responses, creating a score for respondents' 
attitudes about HIV/AIDS, with a range of 1 to 3, meaning a score of 3.00 would represent 
positive attitudes about HIV/AIDS. (Yes=1, No=0, Don’t Know=0). The new variable for attitudes 
about HIV/AIDS was then changed from a nominal to a scale variable.   
Sexual Behaviors/Practices 
 Sexual behaviors related to the transmission of HIV are measured by the following 
variables: (1) multiple partners (Total Lifetime Number of Sex Partners), (2) age at first sex, (3) 
condom use (Condom Use at the Last Sex with the Most Recent Sex Partner) and (4) paying for 
 sex (Having Ever Paid Anyone in Exchange for Sex). Paying for sex is only measured for men 
in the 2011-12 THMIS.  
Access to Health Care  
 Access to health care services is measured by three variables: (1) ever being tested for 
HIV, (2) if the person is not aware of a source for condoms, (3) having seen or heard an HIV 
education program in the past 12 months. These three variables were combined into a new 
variable by counting the occurrence of responses, which created a general score for access to 
health care with a range of 1 to 3, and a score of 3.00 would represent access to health care. 
(Yes=1, No=0, Don’t Know=0). The new variable for access to health care was changed from a 
nominal to a scale variable.  
 Other variables involved in the analysis include gender, age, and type of geographic 
location (urban and rural) within Mainland Tanzania. The type of regions was coded from the 
variable (Mainland/Zanzibar). This variable included (Urban Mainland=1, Rural Mainland=2, 
Unguja=3 and Pemba=4. In order to recode this variable, only 1 and 2 were selected, which 
sorted the data file and excluded cases from Unguja (3) and Pemba (4), which are part of 
Zanzibar.; wealth (wealth index 1-5: 1=poorest, 2=poorer, 3=middle, 4=richer, 5=richest); 
education (years) marital status (never in union, married, living with partner, widowed, divorced, 
no longer living/separated).  
Data Analysis 
 IBM Statistics SPSS Version 21 was used for analyzing the relationships among 
between knowledge and attitudes about HIV/AIDS, sexual practices, access to health care, and 
other demographic characteristics influenced by geographic location. In order to test the 
relationships among these different types of variables, separate tests have been conducted to 
show the relationships between different types of variables.  
  The data obtained from Demographic Health Surveys (DHS) was separated into multiple 
data files including individual, household, and HIV files. The primary file used during the 
analysis included individual responses from the 2011-12 THMIS survey.   
 Throughout the data analysis with the individual data file, the data were manipulated by 
weighting the data with an individual woman's sample weight variable, and then by transforming 
the sample weight variable by dividing it by 1,000,000. DHS recommended applying the 
woman's individual sample weight variable to the individual data file in order to accurately 
represent the population by adjusting the differences in sample sizes between men and women. 
In DHS surveys, many times the sample is selected with unequal probability to expand the 
number of cases available (and hence reduce sample variability) for certain areas or subgroups 
for which statistics are needed. (Guide to DHS Statistics p.12). Initial sample weights are 
produced by the DHS sampler using the sample selection probabilities of each household and 
the response rates for households and for individuals. The initial weights are then standardized 
by dividing each weight by the average of the initial weights (equal to the sum of the initial 
weight divided by the sum of the number of cases) so that the sum of the standardized weights 
equals the sum of the cases over the entire sample. The standardization is done separately for 
each weight. (Guide to DHS Statistics p.14). The computation of the sample weights involves 
dividing the sample weight by 1,000,000 in order to accurately calculate the number of cases in 
the data file. Without the added sample weight for individual men and women, the sample 
population from Mainland Tanzania was 16,617 (7,230 men and 9,387 women).  
 While the initial variables for the analysis were of sexual behaviors, knowledge and 
attitudes, the other sexual behaviors variables deemed of interest include: recent sexual activity, 
number of unions and number of additional wives. Due to lack of significance when analyzing 
these variables with other factors, these variables were not included in my final data analysis. In 
addition, recent sexual activity did not seem to correlate to this, as did other variables, 
especially multiple sex partners, the person's age at first sex, condom use, and paying for sex. 
 Similarly, the inclusion of number of unions and number of additional wives was deemed 
redundant since lifetime number of sexual partners was already a factor in the data analysis.   
 Due to the fact that the sole focus was on Mainland participants, manipulation of the 
data files was necessary to ensure that only Mainland regions were selected. The variable 
Mainland/Zanzibar includes the following regions: Mainland urban, Mainland rural, Unguja and 
Pemba. Because both Unguja and Pemba are regions in Zanzibar, only two Mainland regions 
were needed. Mainland urban and Mainland rural were included in the analysis.  
 The first stage of the data analysis involved calculating the number of observations for 
each variable and computing the percentages of the total sample size. This was completed for 
dichotomous variables, such as Condom Use at the Last Sex with the Most Recent Sex Partner 
and Ever Paid Anyone in Exchange for Sex. In order to find the number of observations for each 
dichotomous variable, crosstab tests were conducted, which provided the total sample size (N), 
the number of observed (n) and expected cases and the total percentages of (n) within the total 
sample population (N). A 2 x 2 contingency table was constructed for condom use at the last 
sex with the most recent partner and geographic location.  Another 2 x 2 contingency table was 
used to find the number of observations for paying for sex, and included ever paying anyone in 
exchange for sex and geographic location.   
 The Pearson Chi-Square test was used to calculate the relationship of each 
dichotomous variable with geographic location, respectively. The odds ratio and relative risks 
were also calculated for participants from urban and rural locations. Each odds ratio and relative 
risk value included 95% confidence interval. In order to produce statistical significance, the p-
value must be less than or equal to 0.05. Odds ratios (OR) were calculated for variables to show 
their associations, especially the association between gender and geographic location and the 
variable. The 95% confidence intervals included in the odds ratio calculations provide a lower 
and upper range of intervals in which the odds ratio falls. The relative risk was also computed 
 for each variable and associations to show the probability of association between variables for 
different groups (urban, and rural). 
 After testing each pair of categorical variables with chi-square tests for statistical 
significance, analysis of variance (ANOVA) tests were conducted to find associations between 
both categorical and continuous variables, such as education and geographic location.  
 For the first stage of analyzing continuous variables (Total Lifetime Number of Sex 
Partners, Age at First Sex, Age, Education, Wealth, HIV/AIDS-Related Knowledge, Attitudes 
about HIV/AIDS and Access to Health Care), it was necessary to find the mean, standard 
deviation and median by running frequency tests. The analysis of variance (ANOVA) test was 
later used to measure the associations between a dependent variable (i.e., Total Lifetime 
Number of Sex Partners), by fixed factors, , and such as geographic location, education or other 
categorical or continuous variables.  
 Independent t-tests were used to measure the means of samples which were 
independent, such as measuring the mean number of total lifetime sex partners between urban 
and rural participants.  
 Pearson-r Correlations were calculated to measure the association between two 
continuous variables (i.e., Total Lifetime Number of Sex Partners and Wealth).  
 Measuring the statistical significance for continuous variables such as the Total Lifetime 
Number of Sex Partners and the Age at First Sex, involved analyzing independent t-tests when 
comparing the dependent continuous variable and another variable (such as geographic 
location) and an analysis of variance (ANOVA) when the test involved a dependent continuous 
variable with two or more variables. This test was used for these continuous variables in order 
to create a comparison between the means of the continuous variables and two or three other 
variables. The analysis of variance was used to measure the size of effect, coefficient of 
determination (r²) and p-value for statistical significance.  
  Because of the large sample population, rather than solely relying on p-values for 
measuring associations between variables when using the ANOVA test, partial eta squared 
(p
2) was used to measure the size of effect, which provided a more reliable statistical 
association between variables. Partial eta squared values which fell below .005 were deemed 
insubstantial and represented unreliable, insubstantial results, despite a significant p-value 
beyond .05.  
RESULTS 
 
A total of 18,655 men and women from urban and rural regions of Mainland Tanzania 
were included in the analysis. Table 1 provides a summary of participants from urban and rural 
regions of Mainland Tanzania. The mean age for male participants was 28.8 years with a 
standard deviation of 10.0 years, and the mean age for women was 28.8 with a standard 
deviation of 9.6 years. The male sample population was comprised of 2,066 urban and 6,013 
rural males. The female sample population included 2,834 females from urban regions and 
7,742 females from rural regions. The majority of participants were from rural regions with a 
total of 13,755, compared to 4,900 urban respondents.  
Table 1: The Geographic Location of Participants  
 Urban Rural Overall 
Men 2,066 
 
6,013 8,079 
Women 2,834 7,742 
 
10,576 
Overall 4,900 13,755 18,655 
 
 
 
 
 
 
 
 
 
 
 
 
 Table 2: Demographics of Participants (N=18,655) 
 
 Overall 
 
Urban Rural 
N 
 
% n % n % 
Ever had Sex? (Yes) 
 
15,843 85.2 4,100 84.1 11,743 85.6 
Marital Status 
 
Never in Union 
 
6,047 32.4 2,002 10.7 4,045 21.7 
Married 
 
9,758 52.3 2,098 11.2 7,660 41.1 
Living with Partner 
 
1,248 6.7 301 1.6 947 5.1 
Widowed 
 
371 2.0 94 0.5 277 1.5 
Divorced 
 
860 4.6 261 1.4 599 3.2 
No Longer Living 
Together/Separated 
 
370 2.0 144 0.8 226 1.2 
Total 
 
18,654 100.0 4,900 26.3 13,754 73.7 
 
Table 2 provides information of demographics of male and female respondents. 85% of 
participants reported ever having sex and 52% of men and women were married.  
 
Table 3: Demographics of Participants: Age, Wealth and Education  
 Overall 
 
Urban Rural 
M SD 
 
M SD M SD 
Age 
 
28.8 9.7 28.4 9.3 28.9 9.8 
Wealth 
 
3.2 1.4 4.6 0.8 2.7 1.2 
Education (Years) 
 
6.4 3.7 8.1 3.8 5.8 3.4 
 
 
 
 
 
 HIV/AIDS-Related Knowledge, Attitudes about HIV and Access to Health Care 
 
Table 4: HIV/AIDS-Related Knowledge, Attitudes about HIV/AIDS and Access to Health 
Care for Participants in Mainland Tanzania  
 
 Overall 
N=18,515 
Urban 
N=5,010 
Rural 
N=13,505 
M SD M SD M SD 
HIV/AIDS-Related 
Knowledge 
2.5 0.7 2.6 0.6 2.4 0.7 
Positive Attitudes 
about HIV/AIDS 
2.1 0.9 2.4 0.7 1.9 0.9 
Access to Health 
Care  
1.9 0.9 2.3 0.8 1.8 0.9 
*Based on Scores from 0.0 to 3.0 for each category, (i.e., 3.0 meaning the participant has 
HIV/AIDS-related knowledge, positive attitudes about HIV/AIDS (no stigma/negative attitudes). 
 
HIV/AIDS-Related Knowledge  
 Participants were scored on a scale from 0.0 to 3.0 for HIV/AIDS-related knowledge; a 
value of 3.0 meaning they had the ability to decipher valid information from false, 
misconceptions surrounding HIV/AIDS, and understanding the risk of not using condoms during 
sex. On a scale from 0 to 3, urban participants had significantly more HIV/AIDS-related 
knowledge (M=2.6, SD=0.6) than rural participants (M=2.4, SD=0.7), t(.011,9955.47)=13.01, 
p<.001. Despite the p-value being beyond the .01 level of significance for the type of geographic 
location, the size of effect, Cohen's d = .018, is small, meaning the association is 
inconsequential.  
 There is a positive correlation between HIV/AIDS-related knowledge and the 
respondent's age, however the correlation is not statistically significant, r(.071, 18654)=.013, 
p>0.05. Refer to Figures 2 and 3 in Appendix for HIV/AIDS-related knowledge and age of 
respondent.  
Attitudes about HIV/AIDS 
 Participants were scored on a scale from 0.0 to 3.0 for attitudes about HIV/AIDS; a value 
of 3.0 meaning they did not have negative attitudes or stigma about people living with HIV or 
AIDS, and believed that children should be taught about condoms to avoid the risk of AIDS.  
 On a scale from 0.0 to 3.0, urban participants had significantly more positive attitudes about 
HIV/AIDS (M=2.4, SD=0.7) than rural participants (M=1.9, SD=0.9)t(.013, 11648.21)=35.41, 
p<.001. Cohen's d = .051,  a medium size of effect.  
 There is a statistically significant, positive correlation between attitudes about HIV/AIDS 
and the respondent's age, r(.071, 18654)=.026, p<.001, and there is a small size of effect Refer 
to Figures 4 and 5 for attitudes about HIV/AIDS and age of respondent.  
Access to Health Care 
 Participants were scored on a scale from 0.0 to 3.0 for access to health care; a value of 
3.0 meaning they had been tested for HIV, knowing a source for condoms, and exposure to an 
HIV/AIDS education program within the past year. 
 On a scale of 0.0 to 3.0, urban participants had significantly more access to health care 
(M=2.3, SD=0.8) than rural participants (M=1.8, SD=0.9), t(.014,10071.08)=34.39, p<.001. 
Cohen's d = 0.54, a medium size of effect.  
 There is a statistically significant, positive correlation between access to health care and 
the respondent's age, r(.071, 18654)=.120, p<.001, and there is a small size of effect. This is 
depicted in Figures 6 and 7 in Appendix or access to health care and respondent’s age.  
Associations between HIV/AIDS-Related Knowledge, Attitudes about HIV/AIDS and 
Access to Health Care 
 
HIV/AIDS-Related Knowledge & Attitudes about HIV/AIDS 
 There was a significant, positive correlation between HIV/AIDS-related knowledge and 
attitudes about HIV/AIDS, r(.007, 18654)=.297, p<.001, and there is a small size of effect. 
Positive attitudes about HIV/AIDS were associated with a higher amount of HIV/AIDS-related 
knowledge (M=2.6, SD=.59), and those without positive attitudes about HIV/AIDS generally had 
less HIV/AIDS-related knowledge (M=1.8, SD=1.0). There is not a significant difference among 
urban and rural participants for HIV/AIDS-related knowledge and attitudes about HIV/AIDS, F(3, 
18507)=.962, p
2 = .000, p>0.05. 
 Table 5: HIV/AIDS-Related Knowledge & Attitudes about HIV/AIDS 
HIV/AIDS-Related Knowledge 
Attitudes about HIV/AIDS M SD N 
Urban .00 1.8 .98 92 
1.00 2.4 .71 388 
2.00 2.5 .65 1,935 
3.00 2.7 .58 2,595 
Total 2.6 .64 5,010 
Rural .00 1.8 1.0 1,243 
1.00 2.3 .77 2,648 
2.00 2. 5 .67 4,976 
3.00 2.6 .59 4,638 
Total 2.4 .75 13,505 
Total .00 1.8 1.0 1,335 
1.00 2.3 .76 3,036 
2.00 2.5 .67 6,911 
3.00 2.6 .59 7,233 
Total 2.5 .73 18,515 
*Note: The values for HIV/AIDS-Related Knowledge range from 0.0-3.0 (A score of 3.0 
represents adequate HIV/AIDS-related knowledge). The values for attitudes about HIV/AIDS 
range from 0.0-3.0 (A score of 3.0 represents positive attitudes about HIV/AIDS; a score of 0.0 
would represent stigma and negative attitudes about HIV/AIDS. 
  
Table 6: HIV/AIDS-Related Knowledge & Access to Health Care  
HIV/AIDS-Related Knowledge 
Access to Health Care M SD N 
Urban .00 2.0 .94 168 
1.00 2.4 .73 651 
2.00 2.6 .62 1,795 
3.00 2.7 .58 2,396 
Total 2.6 .65 5,010 
Rural .00 1.8 .94 1,434 
1.00 2.4 .76 3,458 
2.00 2.5 .66 4,918 
3.00 2.6 .60 3,695 
Total 2.4 .75 13,505 
Total .00 1.8 .95 1,602 
1.00 2.3 .76 4,109 
2.00 2.5 .65 6,713 
3.00 2.6 .59 6,091 
Total 2.5 .73 18,515 
*Note: The values for HIV/AIDS-Related Knowledge range from 0.0-3.0 (A score of 3.0 
represents adequate HIV/AIDS-related knowledge). For urban, rural and total participants, 
values for access to health care range from .00 to 3.00, 3.00 representing adequate access to 
health care. 
 
  There is a statistically significant, positive correlation between HIV/AIDS-related 
knowledge and access to health care, r(.007, 18654)=.295, p<.001, and there is a small size of 
effect; HIV/AIDS-related knowledge increased as access to health care increased.  
 Urban participants with access to health care were significantly more knowledgeable 
about HIV/AIDS (M=2.7, SD=.58) than rural participants with access to health care (M=2.6, 
SD=.60), F(3, 18507)=4.02, p
2 = .001, p<0.05; however, despite there being significance 
beyond the .05 level, the extremely small size of effect suggests a negligible statistical 
difference among urban and rural participants.  
Table 7: Attitudes about HIV/AIDS and Access to Health Care  
Attitudes about HIV/AIDS 
Access to Health Care M SD N 
Urban .00 1.7 .87 168 
1.00 2.1 .84 651 
2.00 2.4 .67 1,795 
3.00 2.5 .63 2,396 
Total 2.4 .71 5,010 
Rural .00 1.2 .98 1,434 
1.00 1.7 .97 3,458 
2.00 2.1 .88 4,918 
3.00 2.4 .75 3,695 
Total 1.9 .95 13,505 
Total .00 1.3 .98 1,602 
1.00 1.7 .96 4,109 
2.00 2.2 .84 6,713 
3.00 2.4 .71 6,091 
Total 2.1 .92 18,515 
*Note: The values for attitudes about HIV/AIDS range from 0.0-3.0 (A score of 3.0 represents 
positive attitudes about HIV/AIDS; a score of 0.0 would represent stigma and negative attitudes 
about HIV/AIDS. For urban, rural and total participants, values for access to health care range 
from .00 to 3.00, 3.00 representing adequate access to health care.  
 
 There is a significant, positive correlation between access to health care and attitudes 
about HIV/AIDS r(.007,18654)=.387, p<.001, and there is a medium size of effect. Positive 
attitudes about HIV/AIDS increase as participants have more access to health care.  
 Urban participants with access to health care have significantly more positive attitudes 
about HIV/AIDS (M=2.5, SD=.63) than rural participants with access to health care (M=2.4, 
 SD=.75), F(3,18507)=18.11, p
2 = .003, p<.001. Due to the miniscule size of effect, the 
difference among urban and rural participants regarding attitudes about HIV/AIDS and access to 
health care is insubstantial.  
 
Socioeconomic Factors 
Education 
 When measuring the average number of years of education, overall participants had a 
mean of 6.4 (SD=3.7) years of education during their lifetime. Urban participants were 
significantly more educated (M=5.8, SD=3.8) than rural participants (M=5.8, SD=3.4), t(.059, 
18653)=41.258, p<.001. Cohen's d = 1.27, a large effect.  
Wealth 
 Overall, on a scale from 1.0 to 5.0 (1.0 meaning 'poorest,' 5.0 meaning 'richest'), 
participants had a mean wealth of 3.2 (SD=1.2).   Urban participants were significantly wealthier 
(M=4.6, SD=0.8) than rural participants and there is a large size of effect (M=2.7, SD=1.3), 
t(.015, 13998.13)=127.96, p<.001. Cohen's d = 1.96, a large effect.  
The Association between Wealth and Education 
 
 There was a significant, positive correlation between wealth and years of education, 
r(.024, 18654)=0.43, p<.001; those with a higher number of years of education generally were of 
the higher quintiles of wealth than those with less education. Overall, the poorest participants 
had significantly less years of education (M=4.2, SD=3.3) than the richest participants (M=8.8, 
SD=3.8). Refer to Figure 8 in Appendix for education and wealth of respondents. 
 
 
 
 
 
 
 
 
 
 Table 8: Wealth & Education in Mainland Tanzania 
 
Wealth Index M SD N 
Urban Poorest 5.1 74 2.9 
Poorer 5.8 82 3.2 
Middle 5.7 179 3.1 
Richer 6.5 970 2.9 
Richest 8.8 3,594 3.8 
Total 8.2 4,900 3.7 
Rural Poorest 4.2 3,136 3.4 
Poorer 5.2 3,381 3.1 
Middle 5.8 3,322 3.0 
Richer 6.8 2,858 2.9 
Richest 8.9 1,058 3.8 
Total 5.7 13,755 3.4 
Total Poorest 4.2 3,210 3.3 
Poorer 5.2 3,464 3.1 
Middle 5.8 3,501 3.0 
Richer 6.7 3,828 3.0 
Richest 8.8 4,652 3.8 
Total 6.4 18,655 3.7 
 
HIV/AIDS-Related Knowledge & Education 
 There is a significant, positive correlation between HIV/AIDS-related knowledge and 
education, r(.026,18654)=.228, p<.001. The association between HIV/AIDS-related knowledge 
and education was significant and had a large size of effect, F(19, 18476)=22.67, p
2 = .023, 
p<.001. Urban participants with 7 years of education were significantly more knowledgeable 
about HIV/AIDS (M=2.6, SD=.64) than rural participants with 7 years of education (M=2.5, 
SD=.67), F(18,18476)=2.59, hp2 = .003, p<.001. Although the difference among urban and rural 
participants is significant beyond the .01 level, the miniscule size of effect suggests a weak 
association. 
 
 
 
 
 
 Table 9: HIV/AIDS-Related Knowledge & Education in Mainland Tanzania  
 
 
Knowledge about AIDS 
Education (Years) M SD N 
Total 0 2.1 .89 2,697 
1 2.3 .84 206 
2 2.3 .83 364 
3 2.4 .82 479 
4 2.4 .73 568 
5 2.4 .77 411 
6 2.4 .76 562 
7 2.5 .66 9,750 
8 2.6 .62 423 
9 2.6 .59 738 
10 2.6 .61 509 
11 2.7 .54 1,206 
13 3.0 .00 3 
14 2.6 .60 51 
15 2.7 .53 121 
16 2.7 .53 215 
17 2.7 .51 249 
18 2.8 .41 49 
19 3.0 .00 0 
20 2.8 .44 8 
21 2.7 .52 46 
Total 2.5 .73 18,655 
  
HIV/AIDS-Related Knowledge & Wealth  
 There is a significant, positive correlation between HIV/AIDS-related knowledge and 
wealth, r(.011,18654)=.152, p<.001; wealthier participants were more likely to have adequate 
HIV/AIDS-related knowledge than those in the lower quintiles of wealth. There was not a 
significant difference among urban and rural participants for HIV/AIDS-related knowledge and 
wealth, F(4,18505)=1.24, p
2 = .000, p>0.05. 
 
 
 
 
 Table 10: HIV/AIDS-Related Knowledge and Wealth in Mainland Tanzania 
Knowledge about AIDS 
Wealth M SD N 
Urban Poorest 2.3 .72 87 
Poorer 2.5 .58 89 
Middle 2.4 .85 195 
Richer 2.5 .66 1,009 
Richest 2.6 .62 3,630 
Total 2.6 .64 5,010 
Rural Poorest 2.3 .82 3,043 
Poorer 2.4 .77 3,320 
Middle 2.5 .71 3,260 
Richer 2.5 .69 2,863 
Richest 2.6 .65 1,019 
Total 2.4 .75 13,505 
Total Poorest 2.3 .82 3,130 
Poorer 2.4 .76 3,409 
Middle 2.5 .72 3,455 
Richer 2.5 .68 3,872 
Richest 2.6 .63 4,649 
Total 2.5 .72 18,515 
 
Attitudes about HIV/AIDS & Education 
 There was a significant, positive correlation between attitudes about HIV/AIDS and 
education, r(.025, 18654)=.327, p<.001. Having positive attitudes about HIV/AIDS was 
associated with the possession of a greater amount of years of education.   
Attitudes about HIV/AIDS & Education 
 There was a significant association between attitudes about HIV/AIDS and education, 
F(19, 18476)=62.95, p
2 = .061, p<.001, and there is a large size of effect. There was a 
significant difference among urban and rural participants, and that for 7 years of education, 
urban participants had more positive attitudes about HIV/AIDS (M=2.4, SD=.70) than rural 
participants with 7 years of education (M=2.1, SD=.89), F(18,18476)=8.07, p
2 = .008, p<.001. 
Despite establishing significance beyond the .01 level, the size of effect is too small (p
2 <.01), 
thus lacking strength. 
 Table 11: Attitudes about HIV/AIDS and Education in Mainland Tanzania 
Attitudes about HIV/AIDS 
Education (Years) M N SD 
Total 0 1.4 2,697 1.0 
1 1.8 206 .89 
2 1.8 364 .96 
3 1.9 479 .97 
4 1.9 568 .95 
5 1.8 411 .94 
6 1.9 562 .95 
7 2.2 9,750 .86 
8 2.3 423 .68 
9 2.4 738 .68 
10 2.4 509 .73 
11 2.5 1,206 .63 
13 3.0 3 .00 
14 2.4 51 .61 
15 2.5 121 .55 
16 2.7 215 .55 
17 2.6 249 .57 
18 2.6 49 .50 
19 3.0 0 .00 
20 2.3 8 .74 
21 2.5 46 .55 
Total 2.1 18,655 .92 
*Note: Values for Attitudes about HIV/AIDS range from 0.0 to 3.0 (3.0 representing positive 
attitudes about HIV/AIDS).  
  
Attitudes about HIV/AIDS & Wealth  
 There is a significant, positive correlation between attitudes about HIV/AIDS and wealth, 
r(.010, 18654)=.311, p<.001. Overall, wealthier participants generally had more positive 
attitudes about HIV/AIDS than those in the lower wealth quintiles; participants in the richest 
quintile significantly more positive attitudes about HIV/AIDS (M=2.4, SD=.68) than those in the 
poorest quintile (M=1.6, SD=1.1), F(4, 18505)=67.46, p
2 = .014, p<.001. 
 There was a significant effect for urban and rural regions; the majority of urban 
participants were of the richer (M=2.4, SD=.74) and richest (M=2.4, SD=.67) wealth quintiles 
and had the highest positive attitudes about HIV/AIDS, however, the majority of rural 
participants were of the middle quintile (M=2.1, SD=.91), yet the highest positive attitudes about 
 HIV/AIDS were found among the richest quintile (M=2.4, SD=.71), F(4, 18505)=6.08, p
2 = .001, 
p<.001. Despite the difference among urban and rural participants being significant beyond the 
.01 level, the size of effect is far too small to consider having a strong statistical effect.  
Table 12: Attitudes about HIV/AIDS & Wealth in Mainland Tanzania 
Attitudes about HIV 
Wealth M SD N 
 
Urban Poorest 2.0 .93 87 
Poorer 2.0 .88 89 
Middle 2.3 .88 195 
Richer 2.4 .74 1,009 
Richest 2.4 .67 3,630 
Total 2.4 .71 5,010 
Rural Poorest 1.6 1.1 3,043 
Poorer 1.8 .96 3,320 
Middle 2.1 .91 3,260 
Richer 2.2 .86 2,863 
Richest 2.4 .71 1,019 
Total 1.9 .95 13,505 
Total Poorest 1.6 1.1 3,130 
Poorer 1.8 .95 3,409 
Middle 2.1 .91 3,455 
Richer 2.2 .83 3,872 
Richest 2.4 .68 4,649 
Total 2.1 .91 18,515 
 
Access to Health Care & Education  
 There is a significant, positive correlation between access to health care and education, 
r(.025, 16654)=.339, p<.001. Participants with better access to health care generally had a 
higher number of years of education; those with zero years of education accordingly had less 
access to health care (M=1.3, SD=.95), than those with 21 years of education (M=2.8, SD=.39).  
The association between access to health care and education is statistically significant and has 
a large size of effect, F(19, 18476)=62.95, p
2 = .061, p<.001. Urban participants were 
significantly more educated and had better access to health care (M=2.3, SD=.81) than rural 
participants (M=1.8, .96), F(18, 18476)=2.22, p
2 = .002, p<0.05. Refer to Figure 9 in Appendix 
for access to health care and education in Mainland Tanzania. 
 Table 13: Access to Health Care and Education in Mainland Tanzania 
Access to Health Care  
 
Education 
(Years) 
M SD N Education 
(Years) 
M SD N 
Urban 0 1.7 .92 253 Rural 0 1.3 .94 2,373 
1 1.6 .82 38 1 1.6 .79 160 
2 1.8 .92 56 2 1.6 .96 297 
3 2.1 .87 82 3 1.6 .95 393 
4 1.9 .88 98 4 1.7 .93 464 
5 1.8 .81 67 5 1.6 .95 341 
6 1.7 .92 84 6 1.5 .96 468 
7 2.3 .83 2,480 7 1.9 .92 7,236 
8 2.0 .87 152 8 1.7 .89 261 
9 2.4 .71 306 9 2.1 .86 433 
10 2.3 .71 234 10 1.9 .85 272 
11 2.5 .62 660 11 2.4 .73 552 
13 3.0 .00 4 14 2.1 .89 21 
14 2.5 .51 29 15 2.5 .75 34 
15 2.6 .59 88 16 2.5 .65 70 
16 2.8 .47 151 17 2.8 .44 105 
17 2.7 .49 142 18 2.8 .58 14 
18 2.9 .16 40 20 2.7 .50 4 
20 3.0 .00 4 21 3.0 .00 7 
21 2.8 .42 42 Total 1.8 .96 13,505 
Total 2.3 .81 5,010  
*Note: Values for Access to Health Care range from 0.0 to 3.0, 3.0 representing adequate 
access to health care.  
 
Access to Health Care & Wealth 
 There was a significant, positive correlation between access to health care and wealth, 
r(.011, 18654)=.309, p<.001. Overall, wealthier participants generally had better access to care 
those in the lower quintile of wealth; participants in the poorest quintile have significantly less 
access to health care (M=1.5, SD=.95) than those in the richest quintile (M=2.3, SD=.79). The 
association between access to health care and wealth is significant and has a large size of 
effect, F(4,18505)=88.36, p
2 = .019, p<.001. The difference for wealth and access to health 
care was not significantly different among urban (M=2.3, SD=.84) and rural participants (M=1.8, 
SD=.96), F(4, 18505)=1.95, p
2 = .000, p>0.05. Despite the difference among urban and rural 
participants for education and access to health care falling beyond the .05 level, the size of 
 effect is too small to be substantial. Refer to Figure 10 in Appendix for access to health care and 
wealth for respondents in Mainland Tanzania.  
Table 14: Access to Health Care and Wealth in Mainland Tanzania 
Access to Health Care 
Wealth Mean SD N 
Urban Poorest 1.6 .79 87 
Poorer 2.1 .76 89 
Middle 1.9 .88 195 
Richer 2.1 .85 1,009 
Richest 2.4 .78 3,630 
Total 2.3 .82 5,010 
Rural Poorest 1.5 .95 3,043 
Poorer 1.7 .94 3,320 
Middle 1.8 .94 3,260 
Richer 1.9 .92 2,863 
Richest 2.2 .84 1,019 
Total 1.8 .96 13,505 
Total Poorest 1.5 .95 3,130 
Poorer 1.7 .94 3,409 
Middle 1.8 .94 3,455 
Richer 2.0 .91 3,872 
Richest 2.3 .79 4,649 
Total 1.9 .94 18,515 
*Note: Values for Access to Health Care range from 0.0 to 3.0, 3.0 representing adequate 
access to health care.  
 
Sexual Behaviors  
Association between Sexual Behaviors 
 
 Overall, males (N=6,127) who reported ever paying anyone in exchange for sex also 
reported using a condom at the last sex with their most recent partner 5.7% (n=351) of the time. 
There is a significant effect between paying anyone in exchange for sex and using a condom at 
the time of last sex with the most recent partner (²=18.6 p<.001), compared to not paying for 
sex and not using a condom at the time of last sex with the most recent partner.  
 Participants who did not report paying for sex had significantly less total lifetime sex 
partners (M=8.3, SD=18.2) than those who reported paying for sex (M=17.8, SD=27.3), t(.82, 
 1457.58)=-11.54, p<.001. Cohen's d = -1.98, a large size of effect.  
 Participants who reported paying for sex had a significantly lower age at first sex 
(M=17.2, SD=2.8) than those who did not report paying for sex (M=18.3, SD=3.8), t(.09, 
2344.67)=11.57, p<.001. Cohen's d = 1.54, a large size of effect.     
 Participants who reported using a condom during the time of last sex had a significantly 
higher number of total lifetime partners (M=7.0, SD=16.9) than those who did not report using a 
condom during the last sex with their most recent partner (M=5.9, SD=14.8), t(.35, 3966.80)= -
3.01, p<0.05. Cohen's d = -0.27, a small size of effect.  
 Participants who used a condom during the last sex with their most recent partner had a 
significantly lower age at first sex (M=17.6, SD=6.0) than those who did not use a condom 
during the last sex with their most recent partner (M=18.3, SD=7.5), t(.13, 5201.48)= 5.124, 
p<.001. Cohen's d = 0.26, a small size of effect.  
 There is a statistically significant, negative correlation between the total lifetime number 
of sex partners and age at first sex, r(.13, 18537)= -.021, p<0.05.  
 
  
Ever Paid Anyone in Exchange for Sex  
 There was a significant difference in those who reported ever paying anyone in 
exchange for sex and those who did not ever pay anyone in exchange for sex, (²(1)=7.1, 
p<0.05), the majority of males answered ‘no’ to ever paying anyone in exchange for sex with 
81.7% (n=5,437).  Urban males reported ever paying anyone in exchange for sex 4.1% (n=271) 
of the time and are 1.2 (95% CI: 1.0, 1.3) times less likely to pay someone in exchange for sex 
than rural males, who reported ever paying anyone in exchange for sex 14.2% (n=943) of the 
time (RR: .95 (95% CI=.92,.98).   
Table 15: Percentage of Males who Reported Paying Anyone in Exchange for Sex in 
Mainland Tanzania 
 
 Urban Rural Overall 
n % n % n % 
No 1,414 83.9 4,023 81.0 5,437 81.7 
Yes 271 16.1 943 19.0 1,214 18.3 
Total 1,685 100 4,966 100 6,651 100 
 
 
Table 16: Paying Anyone in Exchange for Sex among Males in Mainland Tanzania 
 
 ² p OR 
95% CI 
Overall  
 
7.121 .008 .847 
(.749,.958) 
Urban  
 
1.165 
(1.039,1.306) 
Rural  
 
.953 
(.921,.986) 
 
  
Paying Anyone in Exchange for Sex & Age  
 
 There is a significant difference in the mean age for males who answered 'yes' to having 
ever paid anyone in exchange for sex and those who never paid anyone in exchange for sex 
(p<0.05), when those who answered ‘yes’ (n=1,205) had a mean age of 30.3 (SD=9.1) years, 
compared to males who never paid anyone in exchange for sex (n=5,416) who have a mean 
 age of 31.2 (SD=9.4) years. See Table 16a in the Appendix for an analysis of variance 
(ANOVA) between paying anyone in exchange for sex and age of participants.  
Paying Anyone in Exchange for Sex & HIV/AIDS-Related Knowledge 
 Rural males with HIV/AIDS-related knowledge (Score of 3.00) were significantly more 
likely to have ever paid anyone in exchange for sex (20%) than urban males with HIV/AIDS-
related knowledge (15%), F(3,6613)=3.70, p
2 = .002, p<0.05. Although the difference among 
urban and rural males is significant beyond the .05 level, the size of effect is too small for 
reliability. The likelihood for an urban male to have ever paid anyone in exchange for sex 
decreases as HIV/AIDS-related knowledge increases, whereas, for rural males, the likelihood 
for rural males to have ever paid anyone in exchange for sex increases as HIV/AIDS-related 
knowledge increases. See Table 17a in the Appendix for an ANOVA between ever paying 
anyone in exchange for sex and HIV/AIDS-related knowledge of participants.  
Table 17: HIV/AIDS-Related Knowledge and Having Paid Anyone in Exchange for Sex in 
Mainland Tanzania  
Have Ever Paid Anyone in Exchange for Sex 
HIV/AIDS-Related Knowledge % N 
Urban .00 .38 8 
1.00 .20 79 
2.00 .19 440 
3.00 .15 1,209 
Total .16 1,736 
Rural .00 .10 58 
1.00 .15 301 
2.00 .18 1,389 
3.00 .20 3,137 
Total .19 4,885 
Total .00 .14 66 
1.00 .16 380 
2.00 .18 1,829 
3.00 .18 4,346 
Total .18 6,621 
*Note: The values for HIV/AIDS-Related Knowledge range from 0.0-3.0 (A score of 3.0 
represents adequate HIV/AIDS-related knowledge).  
 
 
 
 Attitudes about HIV/AIDS & Having Ever Paid Anyone in Exchange for Sex  
  Urban males with positive attitudes about HIV/AIDS were significantly less likely to have 
paid anyone in exchange for sex (17%) than rural males with positive attitudes about HIV/AIDS 
(21%), F(3,6613)=3.40, p
2 = .002, p<0.05. Although the difference among urban and rural 
males is significant beyond the .05 level, the miniscule size of effect suggests a lack of strength 
for this association. Overall, 19% of males with positive attitudes about HIV reported ever 
paying for sex, compared to 11% of males with negative attitudes or stigma about HIV reporting 
paying for sex. See Table 18a in Appendix for an ANOVA between paying anyone in exchange 
for sex and attitudes about HIV/AIDS of participants. 
Table 18: Have Ever Paid Anyone in Exchange for Sex & Attitudes about HIV/AIDS 
  
Have Ever Paid Anyone in Exchange for Sex 
Attitudes about HIV/AIDS % N 
Urban .00 .24 25 
1.00 .21 119 
2.00 .15 726 
3.00 .17 866 
Total .16 1,736 
Rural .00 .09 279 
1.00 .16 820 
2.00 .20 1,768 
3.00 .21 2,018 
Total .19  4,885 
Total .00 .11 304 
1.00 .17 939 
2.00 .18 2,494 
3.00 .19 2,884 
Total .18 6,621 
  
Access to Health Care & Having Ever Paid Anyone in Exchange for Sex  
 Overall, participants with no access to health care were the least likely to have paid for 
sex (8%), and participants with an access to health care score of 2.00 had the highest likelihood 
of having ever paid anyone in exchange for sex (20%).  
   There was a significant association between access to health care and having ever paid 
anyone for sex, F(3,6613)=4.51, p
2 = .002, p<0.05, however, due to insubstantial size of effect, 
the effect lacks strength.   
Table 19: Access to Health Care and Have Ever Paid Anyone in Exchange for Sex in 
Urban and Rural Regions of Mainland Tanzania 
 
Have Ever Paid Anyone in Exchange for Sex 
Access to Health Care % N 
Urban .00 .00 6 
1.00 .10 176 
2.00 .18 626 
3.00 .17 928 
Total .16 1,736 
Rural .00 .08 202 
1.00 .19 1,090 
2.00 .21 1,919 
3.00 .18 1,674 
Total .19 4,885 
Total .00 .08 208 
1.00 .17 1,266 
2.00 .20 2,545 
3.00 .17 2,602 
Total .18 6,621 
 
See Table 19a in Appendix for an ANOVA between paying anyone in exchange for sex and 
access to health care for participants.  
Have Ever Paid Anyone in Exchange for Sex & Education 
 
 There is a significant association between education and having ever paid anyone in 
exchange for sex, F(19,6582)=4.03, p
2 = .011, p<.001. There was a significant difference 
among urban and rural males with the association between education and paying for sex, and 
with 7 years of education, urban males were more likely to have paid for sex (22%) than urban 
males with the same amount of education(19%), F(18,6582)=1.96, p
2 = .005, p<0.05. Despite 
the difference among urban and rural males being significant beyond the .05 level, the size of 
effect is too small to produce a reliable, strong effect. 33% of rural males with 14 years of 
education reported ever paying anyone in exchange for sex, compared to 8% of urban males 
with 14 years of education. 
 Table 20: Have Ever Paid Anyone in Exchange for Sex & Education in Mainland Tanzania 
Have Ever Paid Anyone in Exchange for Sex  
Education (Years) % N 
 
Urban  0 .18 60 
1 .00 10 
2 .00 17 
3 .12 34 
4 .27 51 
5 .17 18 
6 .44 27 
7 .22 811 
8 .24 17 
9 .15 94 
10 .07 89 
11 .10 251 
13 .00 1 
14 .08 13 
15 .02 46 
16 .01 73 
17 .11 72 
18 .19 21 
20 .00 2 
21 .10 29 
Total .16 1,736 
Rural 0 .15 604 
1 .28 68 
2 .27 110 
3 .19 185 
4 .20 198 
5 .20 127 
6 .28 134 
7 .19 2,788 
8 .30 73 
9 .16 135 
10 .15 79 
11 .12 256 
14 .33 9 
15 .00 13 
16 .21 28 
17 .17 63 
18 .00 9 
20 .00 1 
21 .20 5 
Total .19 4,885 
 
*See Table 20a in Appendix for an ANOVA between paying anyone in exchange for sex and 
education (years) of participants. 
 Have Ever Paid Anyone in Exchange for Sex & Wealth 
 
 There is a significant association between having ever paid anyone in exchange for sex 
and wealth, F(4,6611)=14.59, p
2 = .009, p<.001. Overall, 13% of the richest participants 
reported ever paying anyone in exchange for sex, which was the least likely wealth quintile to 
have ever paid anyone in exchange for sex. There is a significant difference for wealth index in 
the 'poorer' quintile, and that 47% of poorer urban males reported paying for sex, compared to 
20% of poorer rural males, F(4,6611)=5.64, p
2 = .003, p<.001.  
Table 21: Having Ever Paid Anyone in Exchange for Sex and Wealth in Mainland Tanzania 
Have ever paid anyone in exchange for sex 
Wealth 
 
% N 
Urban Poorest .42 19 
Poorer .47 38 
Middle .28 47 
Richer .20 371 
Richest .14 1,261 
Total .16 1,736 
Rural Poorest .19 1,103 
Poorer .20 1,211 
Middle .19 1,207 
Richer .20 999 
Richest .12 365 
Total .19 4,885 
Total Poorest .20 1,122 
Poorer .20 1,249 
Middle .19 1,254 
Richer .20 1,370 
Richest .13 1,626 
Total .18 6,621 
 
 * See Table 21a for an ANOVA between paying anyone in exchange for sex and wealth of 
participants. 
 
Condom Use during the Last Sex with the Most Recent Partner  
 Urban participants reported using a condom during the last sex with the most recent 
partner 29.2% (n=1,073) of the time, compared to rural participants, who reported using a 
condom during the last sex with their most recent partner 16.4% (n=1,760) of the time.  
 Table 22: Percentage of Participants who Reported Using a Condom During the Last Sex 
with the Most Recent Partner  
 
 Urban Rural Overall 
n % n % n % 
No 2,601 70.8 8,947 83.6 11,548 80.3 
Yes 1,073 29.2 1,760 16.4 2,833 19.7 
Total 3,674 100 10,707 100 14,381 100 
 
 Overall, there is a significant difference for participants reporting condom use at the last 
time of sex with the most recent partner, and that participants answered 'yes' to using a condom 
during the last sex with their most recent partner 19.7% (n=2,832) of the time (²(1)=281.9, 
p<.001), compared to 80.3% (n=11,549) participants who did not use condoms at the last sex 
with their most recent partner. Rural participants were 1.2 times less likely to have used a 
condom during the last sex with their most recent partner than rural participants.  
Table 23: Condom Use During the Last Sex with the Most Recent Partner in Mainland 
Tanzania 
 
 ² p OR 
(95% CI) 
Overall 281.9 .000 .47 
(.44,.52) 
Urban .59 
(.56,.63) 
Rural 1.2 
(1.2,1.3) 
 
Condom Use During the Last Sex & Age of Participants  
 
 Participants who reported using a condom during the last sex with the most recent 
partner were significantly younger (M=26.4, SD=8.2) than participants who did not report using 
a condom during the last sex with their most recent partner (M=31.9, SD=8.8), 
t(.17,4615.50)=31.35, p<.001. Cohen's d = 1.87, a large size of effect.  
 
 
 
 Table 24: Descriptive Statistics for Age of Respondents and Condom Use During the Last 
Sex with the Respondent's Most Recent Partner in Mainland Tanzania 
 
Condom Use during 
the Last Sex with the 
Most Recent Partner 
M SD N 
Urban 
 
 
No 
 
32.3 8.3 2,656 
Yes 
 
26.5 7.8 1,103 
Rural 
 
 
No 
 
31.8 9.0 8,782 
Yes 
 
26.4 8.4 1,750 
Total 
 
 
No 
 
31.9 8.9 11,438 
Yes 
 
26.4 8.2 2,853 
  
Condom Use During the Last Sex with the Most Recent Partner & HIV/AIDS-Related 
Knowledge 
 
 There is a significant association between HIV/AIDS-related knowledge and condom use 
during the last sex with the most recent partner, F(3,14283)=47.55, p
2 = .010, p<.001, and 
there is a small size of effect. Overall, 7% of participants with zero HIV/AIDS-related knowledge 
reported using a condom during the last sex with their most recent partner, compared to 24% of 
participants with adequate knowledge about HIV/AIDS (score of 3.00). For overall participants, 
condom use increased with the amount of HIV/AIDS-related knowledge. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Table 25: Condom Use during the Last Sex with the Most Recent Partner & HIV/AIDS-
Related Knowledge in Mainland Tanzania 
 
Condom Use during the Last Sex with the Most Recent Partner  
HIV/AIDS-Related Knowledge % N 
Urban .00 .20 25 
1.00 .19 200 
2.00 .23 969 
3.00 .33 2,565 
Total .29 3,759 
Rural .00 .06 205 
1.00 .08 852 
2.00 .13 3,282 
3.00 .20 6,193 
Total .17 10,532 
Total .00 .07 230 
1.00 .10 1,052 
2.00 .15 4,251 
3.00 .24 8,758 
Total .20 14,291 
 
*See Table 25a in Appendix for an ANOVA between condom use during the last sex with the 
most recent partner and HIV/AIDS-related knowledge of participants. 
 
Attitudes about HIV/AIDS & Condom Use During the Last Sex with the Most Recent 
Partner 
 
 There is a significant association between attitudes about HIV/AIDS and condom use 
during the last sex with the most recent partner, F(3,14283)=16.57, p
2 = .003, p<.001. There is 
a significant difference among urban and rural participants, F(3,14283)=4.82, p
2 = .001, 
p<0.05, and that  30% of urban participants with positive attitudes about HIV/AIDS (Score of 
3.00) used a condom during the last sex with their most recent partner, compared to 22% of 
rural participants with positive attitudes about HIV/AIDS.  
 
 
 
 
 
 
 
 
 
 Table 26: Participants' Attitudes about HIV/AIDS and Condom Use during the Last Sex 
with Their Most Recent Partner 
 
Condom Use during the Last Sex with the Most 
Recent Partner 
Attitudes about HIV/AIDS % N 
Urban .00 .20 56 
1.00 .24 235 
2.00 .30 1,409 
3.00 .30 2,059 
Total .29 3,759 
Rural .00 .07 911 
1.00 .11 1,997 
2.00 .17 3,854 
3.00 .22 3,770 
Total .17 10,532 
Total .00 .07 967 
1.00 .12 2,232 
2.00 .20 5,263 
3.00 .25 5,829 
Total .20 14,291 
  
*See Table 26a in the Appendix for an ANOVA between condom use during the last sex 
with the most recent partner and attitudes about HIV/AIDS of participants.  
 
Access to Health Care & Condom Use During the Last Sex with the Most Recent Partner  
 There is a significant association between access to health care and condom use during 
the last sex with the most recent partner, F(3,14283)=38.53, p
2 = .008, p<.001. There is not a 
significant difference among urban and rural participants for access to health care and condom 
use during the last sex with the most recent partner, and that 22% of rural males with adequate 
knowledge about HIV/AIDS reported using a condom, compared to 32% of urban males with the 
same amount of HIV/AIDS-related knowledge. F(3,14283)=.600, p
2 = .000, p>0.05. 
 
 
 
 
 
  
Table 27: Participants' Access to Health Care & Condom Use during the Last Sex with the 
Most Recent Sex Partner  
 
Condom Use during the Last Sex with the Most 
Recent Partner 
Access to Health Care % N 
Urban .00 .06 50 
1.00 .22 385 
2.00 .28 1,282 
3.00 .32 2,042 
Total .29 3,759 
Rural .00 .03 788 
1.00 .11 2,496 
2.00 .18 3,982 
3.00 .22 3,266 
Total .17 10,532 
Total .00 .03 838 
1.00 .13 2,881 
2.00 .21 5,264 
3.00 .26 5,308 
Total .20 14,291 
 
*See Table 27a in the Appendix for an ANOVA between condom use during the last sex with 
the most recent partner and access to health care for participants. 
 
Condom Use During the Last Sex with the Most Recent Partner & Education 
 There is a significant association between education and condom use during the last sex 
with the most recent partner, and there is a large size of effect, F(19,2110.06)=34.59, p
2 = 
.044, p<.001. Overall, participants with a higher number of years of education were more likely 
to have reported condom use at the last sex with the most recent partner than those with less 
education; 9% of those with zero years of education reported using a condom, compared to 
18% of those with 7 years of education. 
 
 
 
 
 
 
 
 
 
  
Table 28: Condom Use during the Last Sex with the Most Recent Sex Partner & 
Education for Overall Participants in Mainland Tanzania 
 
Condom Use during the Last Sex with the Most Recent Sex Partner 
Education  % N 
Total 0 .09 2,231 
1 .16 167 
2 .12 290 
3 .21 396 
4 .12 452 
5 .21 293 
6 .20 292 
7 .18 7,976 
8 .37 167 
9 .33 404 
10 .50 203 
11 .46 824 
13 .50 4 
14 .36 33 
15 .58 91 
16 .44 178 
17 .33 187 
18 .36 53 
20 .75 8 
21 .21 42 
Total .20 14,291 
 
 
 There was a significant difference for condom use and years of education among urban 
and rural participants, and that 22% of urban participants with 7 years of education reported 
using a condom, and 16% of rural participants with 7 years of education reported condom use, 
F(18,2110.06)=3.45, p
2 = .004, p<.001. Despite there being significance beyond the .01 level 
among urban and rural participants, the size of effect is too small to be considered strong. 
 
 
 
 
 
 
 Table 29: Condom Use during the Last Sex with the Most Recent Partner & Education 
among Urban and Rural Regions of Mainland Tanzania 
 
Condom Use during the Last Sex with the Most Recent Partner  
Education 
(Years) 
% N Education 
(Years) 
% N 
Urban 0 .22 189 Rural 0 .08 2,042 
1 .08 26 1 .18 141 
2 .28 43 2 .09 247 
3 .34 68 3 .19 328 
4 .18 79 4 .10 373 
5 .29 52 5 .19 241 
6 .38 50 6 .17 242 
7 .22 2,053 7 .16 5,923 
8 .37 57 8 .37 110 
9 .32 170 9 .33 234 
10 .48 101 10 .53 102 
11 .48 470 11 .44 354 
13 .50 4 14 .21 14 
14 .47 19 15 .50 18 
15 .60 73 16 .43 56 
16 .44 122 17 .28 83 
17 .37 104 18 .07 14 
18 .46 39 20 1.0 4 
20 .50 4 21 .67 6 
21 .14 36 Total .17 10,532 
Total .29 3,759 
 
*See Table 29a in the Appendix for an ANOVA between condom use during the last sex with 
the most recent partner and education (years) of participants.   
 
Condom Use During the Last Sex with the Most Recent Partner & Wealth 
 
 There was a significant association between wealth and condom use during the last sex 
with the most recent partner, F(4,14281)=12.04, p
2 = .003, p<.001, and participants with higher 
wealth generally reported using condoms during the last sex with the most recent partner more 
than those in the lower quintiles of wealth. Although this association is significant beyond the .01 
level, the size of effect is too small to be considered strong. There was a significant difference 
among urban and rural participants with wealth and condom use during the last sex with their 
most recent partner, and that 26% of the poorest urban participants reported using a condom, 
compared to 12% of the poorest rural participants, F(4,14281)=2.55, p
2 = .001, p<0.05. Even 
though the difference among urban and rural participants regarding wealth and condom use is 
 significant beyond the .05 level, the size of effect is far too small to be considered a strong 
effect. 
Table 30: Condom Use During the Last Sex with the Most Recent Partner and Wealth in 
Mainland Tanzania 
 
Condom Use during the Last Sex with the Most 
Recent Partner 
Wealth % N 
 
Urban Poorest .26 62 
Poorer .30 69 
Middle .25 142 
Richer .23 796 
Richest .32 2,690 
Total .29 3,759 
Rural Poorest .12 2,449 
Poorer .14 2,662 
Middle .19 2,558 
Richer .20 2141 
Richest .26 722 
Total .17 10,532 
Total Poorest .12 2,511 
Poorer .14 2,731 
Middle .19 2,700 
Richer .21 2,937 
Richest .30 3,412 
Total .20 14,291 
 
*See Table 30a in the Appendix for an ANOVA between condom use during the last sex with 
the most recent partner and wealth of participants. 
 
Total Lifetime Number of Sex Partners  
  
 Overall participants (N=15,763) had a mean number of 5.9 (Std. Deviation: 14.8) total 
lifetime sex partners. Urban participants had significantly more total lifetime sex partners 
(M=6.9, SD=16.9) than rural participants (M=5.5, SD=14.1), t(.29, 6216.35)=4.73, p<.001. 
Cohen's d = 0.36, a small size of effect.  
 
 
 
 Table 31: Total Lifetime Number of Sex Partners in Mainland Tanzania 
 Total Lifetime Number of Sex 
Partners  
N M SD 
 
Overall 
 
15,763 5.9 14.8 
Urban 
 
4,198 6.8 16.6 
Rural 
 
1,749 5.6 14.1 
 
 There is a significant, positive correlation between the age of participants and the total 
lifetime number of sex partners, r(.130, 15856)=.144, p<.001. Despite the significance at the .01 
level, the size of effect is small.  
 
HIV/AIDS-Related Knowledge & Total Lifetime Number of Sex Partners 
 There was a significant, positive correlation between the total lifetime number of sex 
partners and HIV/AIDS-related knowledge, r(.118, 15856)=.030, p<.001. Urban participants with 
adequate HIV/AIDS-related knowledge had a lower mean number of total lifetime sex partners, 
compared to rural participants with adequate HIV/AIDS-related knowledge having a higher 
mean number of total lifetime sex partners than those with less knowledge about HIV/AIDS. 
  Urban participants with HIV/AIDS-related knowledge (score of 3.00) had significantly 
more total lifetime sex partners (M=6.6, SD=15.7) than rural participants (M=6.2, SD=15.3), F(3, 
15755)=14.46, p
2 = .003, p<.001. Although there is significance beyond the .01 level, the 
relationship between the total lifetime number of sex partners and HIV/AIDS-related knowledge 
is weak due to an extremely small size of effect.  
*See Table 32a in the Appendix for an ANOVA between the total lifetime number of sex 
partners and HIV/AIDS-related knowledge of participants in Mainland Tanzania. 
 
 
 
 
 Table 32: HIV/AIDS-Related Knowledge & Total Lifetime Number of Sex Partners in 
Mainland Tanzania 
 
Total Lifetime Number of Sex Partners 
 
HIV/AIDS-Related Knowledge M SD N 
 
Urban .00 20.5 37.8 32 
1.00 7.6 19.3 223 
2.00 6.9 17.2 1,102 
3.00 6.6 15.7 2,841 
Total 6.8 16.6 4,198 
Rural .00 4.0 11.7 231 
1.00 4.3 12.1 966 
2.00 4.7 12.2 3,617 
3.00 6.2 15.3 6,751 
Total 5.5 14.1 11,565 
Total .00 6.0 17.8 263 
1.00 4.9 13.8 1,189 
2.00 5.3 13.6 4,719 
3.00 6.3 15.4 9,592 
Total 5.9 14.8 15,763 
   
Attitudes about HIV/AIDS & Total Lifetime Number of Sex Partners in Mainland Tanzania 
 
 There was a significant, positive correlation between the total lifetime number of sex 
partners and attitudes about HIV/AIDS, r(.118, 15856)=.039, p<.001. Urban participants with 
positive attitudes about HIV/AIDS had a lower mean total lifetime number of sex partners than 
those with negative attitudes about HIV/AIDS, however, rural participants with positive attitudes 
about HIV/AIDS had a higher mean number of total lifetime sex partners. Rural participants with 
attitudes about HIV/AIDS had significantly more total lifetime sex partners (M=6.6, SD=16.1) 
than urban participants (M=5.8, SD=13.7), F(3, 15755)=17.22, p
2 = .003, p<.001; although 
there is a significance beyond the .01 level, the extremely small size of effect signifies a weak 
association.  
 
*See Table 33a in the Appendix for an ANOVA between the total lifetime number of sex 
partners and attitudes about HIV/AIDS of participants in Mainland Tanzania. 
 
 
 Table 33: Attitudes about HIV/AIDS & Total Lifetime Number of Sex Partners in Mainland 
Tanzania 
 
Total Lifetime Number of Sex Partners 
Attitudes about HIV/AIDS M SD N 
 
Urban .00 4.6 12.2 64 
1.00 6.7 15.3 276 
2.00 8.5 20.4 1,568 
3.00 5.8 13.7 2,290 
Total 6.8 16.6 4,198 
Rural .00 4.3 12.0 989 
1.00 5.0 13.3 2,219 
2.00 5.1 12.8 4,244 
3.00 6.6 16.1 4,113 
Total 5.6 14.1 11,565 
Total .00 4.3 12.0 1,053 
1.00 5.2 13.5 2,495 
2.00 6.0 15.3 5,812 
3.00 6.3 15.3 6,403 
Total 5.9 14.8 15,763 
 
Access to Health Care & Total Lifetime Number of Sex Partners   
 There was a significant, positive correlation between the total lifetime number of sex 
partners and access to health care, r(.118, 15856)=.041, p<.001.  There is not a significant 
difference for the total lifetime number of sex partners and access to health care among urban 
and rural participants in Mainland Tanzania, F(3, 15755)=1.07, p
2 = .000, p>0.05.  
*See Table 34a in the Appendix for an ANOVA between the total lifetime number of sex 
partners and access to health care of participants in Mainland Tanzania. 
 
 
 
 
 
 
 
 
 
 
 Table 34: Access to Health Care & Total Lifetime Number of Sex Partners in Mainland 
Tanzania 
 
Total Lifetime Number of Sex Partners 
 
Access to Health Care Mean SD N 
Urban .00 3.2 3.3 63 
1.00 7.1 18.8 436 
2.00 7.4 17.5 1,450 
3.00 6.6 15.8 2,249 
Total 6.8 16.6 4,198 
Rural .00 3.3 9.8 885 
1.00 5.1 13.7 2,769 
2.00 6.0 15.2 4,403 
3.00 5.9 13.8 3,508 
Total 5.6 14.1 11,565 
Total .00 3.3 9.5 948 
1.00 5.4 14.6 3,205 
2.00 6.3 15.8 5,853 
3.00 6.2 14.6 5,757 
Total 5.9 14.8 15,763 
 
 
Total Lifetime Number of Sex Partners & Wealth 
 
 There is a significant, positive correlation between the total lifetime number of sex 
partners and wealth, r(.119,15856)=.020, p<0.05. Overall, wealthier participants have a higher 
number of total lifetime sex partners, however this varies between urban and rural regions. 
Urban participants in the middle wealth quintile have the highest number of total lifetime sex 
partners (M=7.9, SD=19.6), as compared to rural participants in the poorest quintile (M=5.9, 
SD=14.7). Although urban participants have a higher number of total lifetime sex partners, there 
is not a significant difference in wealth and total lifetime number of sex partners among urban 
and rural participants, F(4,15753)=.573, p
2 = .000, p>0.05. 
*See Table 35a in the Appendix for an ANOVA between the total lifetime number of sex 
partners and wealth of participants in Mainland Tanzania. 
 
 
 
 
 
 
 
  
Table 35: Total Lifetime Number of Sex Partners and Wealth for Participants in Mainland 
Tanzania 
 
Total Lifetime Number of Sex Partners 
 
Wealth M SD 
 
N 
Urban Poorest 7.8 17.2 75 
Poorer 5.8 11.4 79 
Middle 7.9 19.6 160 
Richer 6.3 15.6 884 
Richest 6.9 16.8 3,000 
Total 6.8 16.6 4,198 
Rural Poorest 5.9 14.7 2,712 
Poorer 5.3 13.5 2,894 
Middle 5.4 13.5 2,777 
Richer 5.6 14.3 2,358 
Richest 5.8 15.4 824 
Total 5.5 14.1 11,565 
Total Poorest 5.9 14.8 2,787 
Poorer 5.3 13.4 2,973 
Middle 5.5 13.9 2,937 
Richer 5.8 14.7 3,242 
Richest 6.7 16.6 3,824 
Total 5.9 14.8 15,763 
 
 
Total Lifetime Number of Sex Partners & Education 
 
 There is a significant, positive correlation between total lifetime number of sex partners 
and education, r(.121, 15856)=.018, p<0.05.  
 Urban participants with 7 years of education have a significantly higher number of total 
lifetime sex partners (M=7.4, SD=17.4) than rural participants (M=5.7, SD=14.2), F(18, 
15724)=2.48, p
2 = .003, p<.001. Although the significance falls beyond the .01 level, the 
extremely small size of effect suggests a relationship which lacks strength.   
*See Table 36c in the Appendix for an ANOVA between the total lifetime number of sex partners 
and education of participants in Mainland Tanzania. 
 
 
 
 
 
 Table 36a: Total Lifetime Number of Sex Partners & Education for Urban Participants in 
Mainland Tanzania 
 
Total Lifetime Number of Sex Partners 
Education (Years) M SD N 
Urban 0 6.0 15.6 226 
1 9.0 23.8 31 
2 4.7 3.5 48 
3 4.3 5.7 78 
4 4.9 7.0 87 
5 5.8 7.5 57 
6 16.9 32.4 53 
7 7.4 17.4 2,233 
8 7.5 21.3 70 
9 6.7 15.9 200 
10 2.8 2.5 124 
11 5.8 15.5 543 
13 2.2 .96 4 
14 3.1 1.8 22 
15 6.0 15.3 78 
16 6.4 17.9 134 
17 4.9 12.5 127 
18 13.7 28.7 40 
20 5.0 3.5 4 
21 9.4 18.8 39 
Total 6.8 16.6 4,198 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Table 36b: Total Lifetime Number of Sex Partners & Education for Rural Participants in 
Mainland Tanzania 
 
Total Lifetime Number of Sex Partners 
 
Education (in Years) M SD N 
Rural 0 4.8 13.7 2,239 
1 4.9 8.7 148 
2 6.8 16.0 273 
3 7.3 16.7 350 
4 6.8 15.8 403 
5 5.1 12.8 267 
6 5.1 12.3 272 
7 5.7 14.2 6,436 
8 5.2 12.5 123 
9 4.9 14.2 271 
10 3.77 11.9 134 
11 4.6 12.5 427 
14 5.1 5.9 15 
15 11.5 24.6 29 
16 7.9 18.8 64 
17 4.3 5.4 89 
18 11.1 16.9 14 
20 3.5 1.0 4 
21 3.3 2.4 7 
Total 5.5 14.1 11,565 
 
 
 
 
 
 
 
 
 
 
 
 
 Age at First Sex  
 There was not a significant difference among urban (M=15.4, SD=9.3) and rural 
participants (M=15.5, SD=9.5) for age at first sex, t(.16, 18624)= -.384, p>0.05. Cohen's d = -
0.02, a very small, insignificant size of effect.  
 There was a significant, positive correlation between age at first sex and participants' 
ages, r(.080, 18625)=.354, p<.001, and there is a medium size of effect; the higher the age of 
participants, the higher the mean age at first sex.  
Table 37: Age at First Sex for Participants in Mainland Tanzania 
Age at First Sex  
 N M SD 
Urban 4,998 15.5 9.3 
Rural 13,489 15.6 9.5 
Total 18,487 15.5 9.5 
 
HIV/AIDS-Related Knowledge & Age at First Sex 
 There was a significant, positive correlation between age at first sex and HIV/AIDS-
related knowledge, r(.068, 18625)=.051, p<.001, and there is a large size of effect. Overall, 
participants with adequate HIV/AIDS-related knowledge had a higher age at first sex than those 
with less knowledge about HIV/AIDS. There was not a significant difference for HIV/AIDS-
related knowledge and age at first sex among urban (M=15.9, SD=8.7) and rural participants 
(M=16.0, SD=9.7), F(3, 18479)=.546, p
2 = .000, p>0.05.  
*See Table 38a in the Appendix for an ANOVA between HIV/AIDS-related knowledge and age 
at first sex of participants in Mainland Tanzania.  
 
 
 
 Table 38: HIV/AIDS-Related Knowledge & Age at First Sex in Mainland Tanzania 
Age at First Sex  
HIV/AIDS-Related Knowledge M SD N 
 
Urban .00 12.2 9.7 49 
1.00 15.2 12.4 282 
2.00 14.6 9.6 1,385 
3.00 15.9 8.7 3,282 
Total 15.5 9.2 4,998 
Rural .00 13.8 11.9 320 
1.00 15.3 10.3 1,144 
2.00 15.0 9.748 4,372 
3.00 16.0 9.7 7,653 
Total 15.6 9.5 13,489 
Total .00 13.6 11.7 369 
1.00 15.3 10.8 1,426 
2.00 14.9 9.7 5,757 
3.00 15.9 9.0 10,935 
Total 15.5 9.5 18,487 
 
Attitudes about HIV/AIDS & Age at First Sex  
 There was a significant, positive correlation between age at first sex and attitudes about 
HIV/AIDS, r(.068, 18625)=.197, p<.001. Overall, having positive attitudes about HIV/AIDS was 
correlated with higher age at first sex. Rural participants with positive attitudes about HIV/AIDS 
had a significantly higher age at first sex (M=16.3, SD=9.5) than urban participants (M=16.2, 
SD=8.4), F(3, 18479)=5.34, p
2 = .001, p<.001. Although there is significance at the .01 level, 
the extremely small size of effect establishes a weak relationship between age at first sex and 
attitudes about HIV/AIDS. 
*See Table 39a in the Appendix for an ANOVA between attitudes about HIV/AIDS and age at 
first sex of participants in Mainland Tanzania. 
 
 
 
 
 
 
 Table 39:  Attitudes about HIV/AIDS & Age at First Sex in Mainland Tanzania 
Age at First Sex 
Attitudes about HIV/AIDS M SD N 
 
Urban .00 12.6 8.4 91 
1.00 13.0 11.8 386 
2.00 15.2 9.6 1,927 
3.00 16.2 8.4 2,594 
Total 15.5 9.2 4,998 
Rural .00 14.4 10.6 1,239 
1.00 15.2 10.2 2,643 
2.00 15.4 8.9 4,971 
3.00 16.3 9.5 4,636 
Total 15.6 9.5 13,489 
Total .00 14.3 10.4 1,330 
1.00 14.9 10.4 3,029 
2.00 15.3 9.1 6,898 
3.00 16.2 9.1 7,230 
Total 15.5 9.5 18,487 
 
 
Access to Health Care & Age at First Sex  
 There was a significant, positive correlation between access to health care and age at 
first sex r(.068, 18625)=.197, p<.001. Overall, the age at first sex increased as the access to 
health care increased for participants. Rural participants with access to health care had a 
significantly higher age at first sex (M=17.6, SD=8.6) than urban participants (M=17.5, SD=7.8), 
F(3,18479)=12.97, p
2 = .002, p<.001. Despite significance below the .01 level, the extremely 
small effect size represents a lack of strength for this relationship.  
* See Table 40a in the Appendix for an ANOVA between access to health care and age at first 
sex of participants in Mainland Tanzania. 
   
 
 
 
 
 
 Table 40: Access to Health Care & Age at First Sex  
Age at First Sex 
Access to Health Care 
 
M SD N 
Urban .00 7.4 12.9 165 
1.00 12.2 9.7 648 
2.00 14.7 9.5 1,791 
3.00 17.5 7.8 2,394 
Total 15.5 9.2 4,998 
Rural .00 11.2 11.6 1,430 
1.00 14.5 10.4 3,453 
2.00 16.0 8.3 4,914 
3.00 17.6 8.6 3,692 
Total 15.6 9.5 13,489 
Total .00 10.8 11.8 1,595 
1.00 14.1 10.3 4,101 
2.00 15.7 8.7 6,705 
3.00 17.6 8.3 6,086 
Total 15.5 9.5 18,487 
 
Age at First Sex & Wealth 
 There was a significant, negative correlation between age at first sex and wealth for 
participants in Mainland Tanzania r(.070, 18625)= -.037, p<.001.  
 Urban participants in the richest quintile of wealth had a significantly higher age at first 
sex (M=15.3, SD=8.8) than rural participants in the richest quintile (M=15.2, 10.8), F(4, 
18477)=4.43, p
2 = .001, p<.001. Despite significance at the .01 level, the extremely small size 
of effect signifies a weak relationship between age at first sex and wealth of participants in 
Mainland Tanzania.  
* See Table 41a in the Appendix for an ANOVA between age at first sex and wealth of 
participants in Mainland Tanzania. 
 
 
 
 Table 41: Age at First Sex & Wealth 
Age at First Sex 
Wealth M 
 
SD N 
Urban Poorest 18.4 18.5 87 
Poorer 14.9 5.7 89 
Middle 14.4 9.2 195 
Richer 16.0 9.7 1,007 
Richest 15.3 8.8 3,620 
Total 15.5 9.2 4,998 
Rural Poorest 15.9 8.8 3,041 
Poorer 16.2 11.4 3,318 
Middle 15.4 8.8 3,256 
Richer 14.7 8.1 2,856 
Richest 15.2 10.8 1,018 
Total 15.6 9.5 13,489 
Total Poorest 15.9 9.2 3,128 
Poorer 16.2 11.2 3,407 
Middle 15.3 8.8 3,451 
Richer 15.1 8.6 3,863 
Richest 15.3 9.3 4,638 
Total 15.5 9.5 18,487 
 
 
Age at First Sex & Education  
 There is a significant association between education and age at first sex for participants 
in Mainland Tanzania, F(19, 18448)=46.97, p
2 = .046, p<.001, and that age at first sex 
increased as the number of years of education increased. Despite the significance falling 
beyond the .01 level, and has a large size of effect, which represents a strong association. 
 Urban participants with 7 years of education have a significantly higher age at first sex 
(M=16.6, SD=8.8) than rural participants (M=16.4, SD=9.4), F(18, 18448)=2.11, p
2 = .002, 
p<0.05; despite significance beyond the .05 level, the size of effect is extremely small, 
suggesting a weak association. 
 
* See Table 42a in the Appendix for an ANOVA between age at first sex and education of 
participants in Mainland Tanzania. 
 
 
 Table 42: Age at First Sex & Education in Urban and Rural Regions of Mainland Tanzania 
 
Age at First Sex 
 
Education (Years) 
 
M SD N 
Urban 0 15.5 5.3 249 
1 13.5 7.1 38 
2 14.5 6.6 56 
3 18.8 15.9 82 
4 19.0 17.4 98 
5 14.1 6.2 67 
6 10.4 8.2 84 
7 16.6 8.8 2,473 
8 7.8 8.7 152 
9 11.6 8.7 306 
10 9.4 9.2 234 
11 15.2 8.1 660 
13 17.7 1.3 4 
14 13.2 7.7 29 
15 15.9 6.3 88 
16 17.0 6.6 150 
17 18.6 11.5 142 
18 19.0 3.7 40 
20 20.5 4.1 4 
21 18.9 6.2 42 
Total 15.5 9.2 4,998 
Rural 0 16.8 9.5 2,371 
1 16.7 8.4 158 
2 15.5 7.1 296 
3 15.3 6.0 393 
4 15.1 7.6 463 
5 13.2 7.5 341 
6 10.1 9.6 466 
7 16.4 9.4 7,228 
8 7.7 8.4 261 
9 11.8 12.0 433 
10 8.9 10.5 272 
11 14.7 10.3 552 
14 12.1 8.1 21 
15 15.7 7.4 34 
16 18.3 11.3 70 
17 17.3 11.0 105 
18 19.8 4.6 14 
20 17.2 1.5 4 
21 21.6 3.7 7 
Total 15.6 9.5 13,489 
 
 DISCUSSION 
 The purpose of this research was to identify the underlying social factors associated of 
the practice of sexual behaviors among Tanzanians throughout urban and rural regions of the 
Mainland. Rural participants were hypothesized to take part in risky sexual behaviors more than 
urban participants due to socioeconomic factors, including lack of education and wealth. Rural 
participants were also expected to have less knowledge about HIV/AIDS, more stigma and 
negative attitudes about the illness, and ultimately to have less access to health care than urban 
participants.  
 The research supports the original hypothesis, that rural participants had greater 
socioeconomic disadvantages, both in wealth and education. Urban participants consistently 
had higher HIV/AIDS-related knowledge, positive attitudes about HIV/AIDS, and better access 
to health care than participants living in rural regions. Rural participants were more likely to have 
paid someone in exchange for sex, and were less likely to have used a condom during the last 
sex with their most recent partner than urban participants. Urban participants were found to 
have sex at a younger age, however it was not significant, and urban participants also generally 
had a higher number of total lifetime sex partners.  
 HIV/AIDS-related knowledge, attitudes about HIV/AIDS and access to health care were 
all correlated with one another. Participants with greater knowledge about HIV/AIDS were more 
likely to have had positive attitudes about HIV/AIDS, than those without knowledge. Those with 
better access to health care generally had more positive attitudes about HIV/AIDS, and 
knowledge about HIV/AIDS increased as access to health care increased. 
 Nearly 80% of participants reported not using condoms during the last sex with their 
most recent partner, and surprisingly, younger participants were more likely to have used 
condoms during the last sex with their most recent partners than older participants. Overall, the 
average age for condom use was 26.4 (SD=8.2). There are multiple factors which could affect 
the lack of condom use, such as monogamy; participants may have reported not using condoms 
 because they were only sexually active with their husband or partner and did not see condoms 
as a necessity. Perhaps participants did not use condoms because they did not have access to 
condoms nor had negative stigma or beliefs about the acquisition of condoms, such as not 
wanting others to witness the person purchasing condoms because it would appear as though 
they were promiscuous or being unfaithful to their partner. Younger participants could have 
been more likely to use condoms because they may not have been involved in a monogamous 
relationship, or could have been exposed to more sex education and prevention methods than 
older adults. Urban participants were more likely to have used condoms than rural participants, 
which could be due to lack of access to care or economic hardships which prevented them from 
traveling to a clinic or purchasing condoms at a market. Access to health care, attitudes about 
HIV/AIDS and HIV/AIDS-related knowledge were all found to be associated with condom use for 
overall participants.  
 Surprisingly, the more HIV/AIDS-related knowledge possessed by participants was 
associated with a higher number of total lifetime sex partners, compared to those with 
inadequate knowledge about the illness. This finding was unexpected, however it does correlate 
with the fact that urban participants generally had better HIV/AIDS knowledge and also had a 
higher number of sex partners than rural participants. The age group with the highest number of 
sex partners was between 42 and 46 years, which could factor in with knowledge about 
HIV/AIDS, because the older the person is, one would assume that they would have been 
exposed to more information about the illness throughout their lifetime.  Similarly to HIV/AIDS-
related knowledge, positive attitudes about HIV/AIDS was also associated with a higher number 
of sex partners, with an exception to urban participants, who had the highest number of sex 
partners with a score of 2.00 for attitudes about HIV/AIDS. Overall, those with no access to 
health care had the lowest number of total lifetime sex partners. This could be due to 
participants who have been in monogamous relationships, and refuse to get tested for HIV or 
use condoms during sex with their partners. This could also correlate with the age, especially 
 since the youngest respondents generally had the least amount of sex partners and had the 
least access to health care. Perhaps younger participants felt ashamed or embarrassed to get 
tested for HIV or admit knowing a source for condoms, especially if the questionnaire was given 
to them in front of their families.   
Urban participants had a higher total lifetime number of sex partners and younger age at 
first sex than those living in rural regions. This could be due to multiple factors, such as living in 
close proximity to more people, which is especially common in urban slum environments. This 
result follows the research conducted by Dodoo et al. (2007), especially regarding how urban 
slums can potentially negatively influence greater numbers of sex partners, and exposure to sex 
at an earlier age.  
Participants’ age at first sex increased as knowledge, positive attitudes, and access to 
health care increased. Overall, participants in the richest wealth quintile had a lower age at first 
sex than those in the poorest quintile. This is an interesting finding, because one would 
postulate assume that socioeconomically disadvantaged people would be more likely to have 
sex at an earlier age. Participants who are socioeconomically advantaged have different 
opportunities than those living in poverty; younger people in Tanzania who are of the richest 
quintile have better opportunities for traveling, having steady jobs, etc., which could lead to 
meeting new people and starting more relationships than those living in poverty, especially 
those in rural regions. Unlike wealth, an increase in years of education increased the age at first 
sex for participants. An increase in age at first sex and education could be a result of young 
people placing their education as their top priority, especially in a country such as Tanzania, 
which lacks socioeconomic opportunities.  
Overall, the age at first sex increased as the age of the respondent increased, which 
could be a result of how the portrayal of sex in the media has dramatically changed over the 
past 20 or 30 years. Another reason could be due to exposure to sex at an early age, especially 
in poor urban environments, or an early age at first sex could be associated with abuse or 
 alcohol use during the first time of sex.  
Study Limitations 
 
 This proposed research study is a secondary analysis of data from the 2011-12 THMIS 
therefore, one of the limitations of the study involves the validity of the measuring instrument. 
Because the research study is based on survey research, another limitation could be reliability 
of the data from the 2011-12 THMIS.  Furthermore this study has data from the 2011-12 THMIS 
which does not include information on religion or the use of traditional medicine, both of which 
would be very beneficial variables included in this study when comparing HIV-related behaviors 
between urban and rural regions. If the 2011-12 THMIS provided data on attitudes about testing 
and treatment for HIV, it would have been insightful and helpful in fully understanding the 
attitudes surrounding the illness. Another limitation with the data from the 2011-12 THMIS was 
that the number of sample points for Mainland region was estimated, and not an exact number. 
Although it is very useful having the ability to conduct a secondary analysis study from the 
existing database, it would be useful to be able to conduct the interviews prospectively in order 
to be more insightful about the issues and different respondents from urban and rural regions.  
 Since the data was collected through the use of questionnaires and interviews, there 
could be inconsistencies and false answers for questions, especially the number of total lifetime 
partners and age at first sex. Participants in either region could have felt pressured to report 
higher or lower numbers for social reasons. 
Implications for Public Health Practice and/or Policy 
 
 This research study should greatly benefit Tanzania and its HIV/AIDS policy because it 
will provide insight into the specific areas of policy, especially behavior change, which need to 
be strengthened to fight the epidemic. By increasing our understanding of the influence of 
geographic location on behaviors related to HIV/AIDS, awareness and public health 
programming can be tailored for rural and urban regions. Rural populations will respond to types 
of HIV/AIDS awareness and campaigns differently than those living in urban regions because of 
 the differences in social factors associated with both regions. Behaviors related to HIV/AIDS are 
hypothesized to differ between the regions; this study will provide information on differences in 
social factors that influence negative health outcomes such as high-risk sexual behaviors 
related to the transmission of HIV.  
 Since education was found to be correlated with the sexual behaviors,  it provides a 
better understanding about the importance of providing education and awareness to both urban 
and rural regions about HIV/AIDS. One of the biggest hurdles in rural Tanzania is the lack of 
resources, which inevitably prevents people from accessing health care services. There needs 
to be more health care facilities in rural regions, which are easily accessible. Mass media 
messages also need to be more readily available for people living in rural Tanzania, especially 
through the radio, and perhaps with sending text messages to mobile telephones about getting 
tested for HIV. Increasing access to health care, including prevention, testing, and treatment 
methods, alone, will make a huge impact on the current epidemic, by altering HIV/AIDS-related 
behaviors, especially throughout rural Tanzania. 
 A greater amount of importance must be placed on sex education for young people. 
Education in general, is associated with HIV/AIDS-related knowledge, having positive attitudes 
about HIV/AIDS, and access to health care. By ensuring young populations have educational 
opportunities, it will greatly benefit them by providing a foundation of knowledge about how to 
have safe sex and prevent the transmission of HIV, this will ultimately assist in decreasing the 
negative attitudes and stigma surrounding safe sex practices and will hopefully raise the rates of 
testing and condom use. It is critical that resources be readily available to both urban and rural 
Tanzanians, even mere informational resources about safe sex practices, locations for HIV 
testing, and other resources to help Tanzanians live healthy lives.  
 
 
 
 APPENDIX 
Table 16a: ANOVA for Respondent's Age and Having Ever Paid Anyone in Exchange for 
Sex in Urban and Rural Regions of Mainland Tanzania 
 
Source df SS MS F p Partial 
Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 5.695 5.695 .066 .798 .000 
Ever Paid 
Anyone in 
Exchange for 
Sex (P) 
1 345.134 345.134 3.987 .046 .001 
Interaction 
Interaction  
(L x P) 
1 180.996 180.996 2.091 .148 .000 
Error  
Within groups 
(Error) 
6,617 572,760.834 86.559  
Total 6,620 574,028.159  
 
 
Table 17a: ANOVA: Have Ever Paid Anyone in Exchange for Sex & HIV/AIDS-Related 
Knowledge in Urban and Rural Regions of Mainland Tanzania 
 
Source df SS MS F p Partial Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 .501 .501 3.372 .066 .001 
Knowledge 
(K) 
3 .284 .095 .637 .591 .000 
Interaction  
Interaction  
(L x K) 
3 1.648 .549 3.695 .011 .002 
Error  
Within groups 
(Error) 
6613 983.014 .149  
Total 6620 985.694  
 
 
 
 
 
 
 
 
 
 Table 18a: ANOVA for Having Ever Paid Anyone in Exchange for Sex and Attitudes about 
HIV/AIDS  
 
Source df SS MS F p Partial Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 .222 .222 1.499 .221 .000 
Attitudes (A) 3 .289 .096 .649 .584 .000 
Interaction  
Interaction  
(L x A) 
3 1.513 .504 3.401 .017 .002 
Error  
Within groups 
(Error) 
6613 980.648 .148  
Total 6620 985.694  
 
 
Table 19a: ANOVA for Having Ever Paid Anyone in Exchange for Sex and Access to 
Health Care   
  
Source df SS MS F p Partial Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 .234 .234 1.579 .209 .000 
Access (A) 3 2.006 .669 4.509 .004 .002 
Interaction  
Interaction  
(L x A) 
3 .716 .239 1.611 .185 .001 
Error  
Within groups 
(Error) 
6613 980.355 .148  
Total 6620 985.694  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Table 20a: ANOVA for Having Ever Paid Anyone in Exchange for Sex and Education in 
Mainland Tanzania 
 
Source df SS MS F p Partial Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 .321 .321 2.184 .140 .000 
Education (E) 19 11.250 .592 4.030 .000 .011 
Interaction  
Interaction  
(L x E) 
18 5.173 .287 1.956 .009 .005 
Error  
Within groups 
(Error) 
6582 967.150 .147  
Total 6620 985.694  
 
Table 21a: ANOVA for Having Paid Anyone in Exchange for Sex & Wealth in Mainland 
Tanzania 
 
Source df SS MS F p Partial Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 3.413 3.413 23.115 .000 .003 
Wealth (W) 4 8.622 2.156 14.597 .000 .009 
Interaction  
Interaction  
(L x W) 
4 3.332 .833 5.640 .000 .003 
Error  
Within groups 
(Error) 
6611 976.266 .148  
Total 6620 985.694  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Table 25a: ANOVA for Condom Use during the Last Sex with the Most Recent Partner & 
HIV/AIDS-Related Knowledge 
 
Source df SS MS F p Partial Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 4.282 4.282 27.684 .000 .002 
Knowledge 3 22.064 7.355 47.547 .000 .010 
Interaction  
Interaction  
(L x K) 
3 .369 .123 .795 .496 .000 
Error  
Within groups 
(Error) 
14283 2209.368 .155  
Total 14290 2283.438  
 
 
 
 
Table 26a: ANOVA for Condom Use during the Last Sex with the Most Recent Partner & 
Attitudes about HIV/AIDS  
 
Source df SS MS F p Partial Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 8.898 8.898 57.489 .000 .004 
Attitudes  3 7.693 2.564 16.568 .000 .003 
Interaction  
Interaction  
(L x A) 
3 2.238 .746 4.821 .002 .001 
Error  
Within groups 
(Error) 
14283 2210.794 .155  
Total 14290 2283.438  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Table 27a: ANOVA for Condom Use during the Last Sex with the Most Recent Partner & 
Access to Health Care 
Source df SS MS F p Partial Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 4.419 4.419 28.663 .000 .002 
Access 3 17.820 5.940 38.531 .000 .008 
Interaction  
Interaction  
(L x A) 
3 .278 .093 .600 .615 .000 
Error  
Within groups 
(Error) 
14283 2201.861 .154  
Total 14290 2283.438  
 
Table 29a: ANOVA for Condom Use during the Last Sex with the Most Recent Partner & 
Education in Mainland Tanzania 
 
Source df SS MS F p Partial Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 .299 .299 2.02 .155 .000 
Education (E) 19 97.32 5.12 34.59 .000 .044 
Interaction  
Interaction  
(L x E) 
18 9.19 .511 3.45 .000 .004 
Error  
Within groups 
(Error) 
14252 2110.06 .148  
Total 14290 2283.44  
  
Table 30a: ANOVA for Condom Use during the Last Sex & Wealth in Mainland Tanzania 
Source df SS MS F p Partial Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 4.858 4.858 31.290 .000 .002 
Wealth (W) 4 7.475 1.869 12.038 .000 .003 
Interaction  
Interaction  
(L x W) 
4 1.585 .396 2.552 .037 .001 
Error  
Within groups 
(Error) 
14281 2217.057 .155  
Total 14290 2283.438  
 Table 32a: ANOVA for the Total Lifetime Number of Sex Partners & HIV/AIDS-Related 
Knowledge in Mainland Tanzania 
 
Source df SS MS F p Partial 
Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 11741.462 11741.462 53.608 .000 .003 
Knowledge 
(K) 
3 4888.471 1629.490 7.440 .000 .001 
Interaction  
Interaction  
(L x K) 
3 9502.893 3167.631 14.463 .000 .003 
Error  
Within groups 
(Error) 
15755 3450702.671 219.023  
Total 15762 3469523.920  
 
 
 
 
Table 33a: ANOVA for the Total Lifetime Number of Sex Partners & Attitudes about 
HIV/AIDS in Mainland Tanzania 
 
Source df SS MS F p Partial 
Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 940.780 940.780 4.297 .038 .000 
Attitudes (A) 3 2120.199 706.733 3.228 .021 .001 
Interaction  
Interaction  
(L x A) 
3 11312.550 3770.850 17.222 .000 .003 
Error  
Within groups 
(Error) 
15755 3449698.907 218.959  
Total 15762 3469523.920  
 
 
 
 
 
 
 
 
 
 
 Table 34a: ANOVA for the Total Lifetime Number of Sex Partners & Access to Health Care 
in Mainland Tanzania 
 
Source df SS MS F p Partial 
Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 735.646 735.646 3.353 .067 .000 
Access (A) 3 2868.787 956.262 4.359 .004 .001 
Interaction  
Interaction  
(L x A) 
3 708.690 236.230 1.077 .358 .000 
Error  
Within groups 
(Error) 
15755 3456583.211 219.396  
Total 15762 3469523.920  
 
 
Table 35a: ANOVA for the Total Lifetime Number of Sex Partners & Wealth in Mainland 
Tanzania 
 
Source df SS MS F p Partial 
Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 1294.526 1294.526 5.889 .015 .000 
Wealth (W) 4 629.925 157.481 .716 .581 .000 
Interaction  
Interaction  
(L x W) 
4 503.425 125.856 .573 .683 .000 
Error  
Within groups 
(Error) 
15753 3462996.960 219.831  
Total 15762 3469523.920  
 
 
 
 
 
 
 
 
 
 
 
 
 
 Table 36c: ANOVA for the Total Lifetime Number of Sex Partners & Education in Mainland 
Tanzania 
 
Source df SS MS F p Partial 
Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 305.91 305.91 1.396 .237 .000 
Education (E) 19 11859.08 624.16 2.849 .000 .003 
Interaction  
Interaction  
(L x E) 
18 9802.29 544.57 2.486 .000 .003 
Error  
Within groups 
(Error) 
15724 3444711.63 219.07  
Total 15762 3469523.92  
 
Table 38a: ANOVA for the Age at First Sex & HIV/AIDS-Related Knowledge in Mainland 
Tanzania 
 
Source df SS MS F p Partial 
Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 146.171 146.171 1.635 .201 .000 
Knowledge 
(K) 
3 4792.585 1597.528 17.866 .000 .003 
Interaction  
Interaction  
(L x K) 
3 146.422 48.807 .546 .651 .000 
Error  
Within groups 
(Error) 
18479 1652307.245 89.415  
Total 18486 1658208.480  
 
 
 
 
 
 
 
 
 
 
 Table 39a: ANOVA for the Age at First Sex & Attitudes about HIV/AIDS in Mainland 
Tanzania 
 
Source df SS MS F p Partial 
Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 1136.014 1136.014 12.729 .000 .001 
Attitudes (A) 3 7516.555 2505.518 28.074 .000 .005 
Interaction  
Interaction  
(L x A) 
3 1429.290 476.430 5.338 .001 .001 
Error  
Within groups 
(Error) 
18479 1649199.441 89.247  
Total 18486 1658208.480  
 
 
Table 40a: ANOVA for the Age at First Sex & Access to Health Care in Mainland Tanzania 
 
Source df SS MS F p Partial 
Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 5756.639 5756.639 67.247 .000 .004 
Access (A) 3 56792.650 18930.883 221.143 .000 .035 
Interaction  
Interaction  
(L x A) 
3 
 
3329.987 1109.996 12.967 .000 .002 
Error  
Within groups 
(Error) 
18479 1581886.687 85.605  
Total 18486 1658208.480  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Table 41a: ANOVA for the Age at First Sex & Wealth in Mainland Tanzania 
 
Source df SS MS F p Partial 
Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 80.869 80.869 .904 .342 .000 
Wealth (W) 4 1264.155 316.039 3.533 .007 .001 
Interaction  
Interaction  
(L x W) 
4 1584.280 396.070 4.427 .001 .001 
Error  
Within groups 
(Error) 
18477 1652988.686 89.462  
Total 18486 1658208.480  
 
 
 
Table 42a: ANOVA for the Age at First Sex & Education (Years) in Mainland Tanzania 
 
Source df SS MS F p Partial 
Eta 
Squared 
Main effects 
Urban/Rural 
Location (L) 
1 29.508 29.508 .348 .555 .000 
Education (E) 19 75645.587 3981.347 46.967 .000 .046 
Interaction  
Interaction  
(L x E) 
18 3215.594 178.644 2.107 .004 .002 
Error  
Within groups 
(Error) 
18448 1563828.460 84.770  
Total 18486 1658208.480  
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